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IN THE UNITED STATES DISTRICT COURT 


FOR THE NORTHERN DISTRICT OF OHIO 




EASTERN DIVISION 


JUDITH E. CHAMBERLAIN, 
et al. , 


Plaintiffs, 


-vs - 


Cause No 1»96CV2005 


THE AMERICAN TOBACCO 
COMPANY, INC:, et al 


Defendants. 


VX S3 


*S S3 «E 


see 


SUPREME COURT OF THE STATE OF NEW YORK 

COUNTY OF NEW YORK 


PHYLLIS SMALL and DENISE 
FUBINI, individually, and 
on behalf of others 
similarly situated^ 


Plaintiffs, 


-vs - 


LORILLARD TOBACCO 0OMPANY, 
INC., LORILLARD, ItfC. , 
LOEWS CORPORATION COUNCIL 
FOR TOBACCO RESEARCH-USA, 
INC.,(Successor to Tobacco 

. I - • • 

Industry Research ] 
Committee), AND TOBACCO 
INSTITUTE, INC., 


Defendants. 
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SUPREME COURT OF THE STATE OF NEW YORK 

COUNTY OF NEW YORK 


# *_ H 

: 


MARY ANN HOSKINS, 
Executrix of the' 

. i H 

Edwin Paul HoskinS, 
WALTINA BROWN and DANTE 



Of 


) 

) 

) 

) 


AUBAIN, individually,rand on ) 


behalf of others 
situated/ 



4 


Plaintiffs/ 


. 


- i 


-vs - 


R. J 


\ 


REYNOLDS TOBACCO 


COMPANY/ RJR NABISCO, INC 
COUNCIL FOR TOBACCO 
RESEARCH-USA, INC.j, 
(Successor to Tobacco 
Industry Research 
Committee), AND TOBACCO 
INSTITUTE, INC., 


* i 


* 




Defendants 

U 


) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 


•« 


INDEX No 110951/96 


rn as 


* 


I* 


SUPREME COUjRT OF THE STATE OF NEW YORK 

COUNTY OF NEW YORK 


* 

4 


i. 


SHARLENE HOBERMAN and 
AUDREY HULSE, as ekecutrix 
on behalf of the Estate of 
Lewis Hulse, individually, 
and on behalf of others 
similarly situated, 


Plaintiffs, 


-vs- 


BROWN & WILLIAMSON ) TOBACCO 


INC 


CORPORATION, B.A,T1 
INDUSTRIES P.L.C., BATUS, 

BATUS HOLDINGS/ INC. 
COUNCIL FOR TOBACC^) RESEARCH 
USA, INC., (Succes' 

. A 

Tobacco Industry Ri 


Sor to 


) 

) 

) 

) 

) 

) 

) 

) 

s 

) 

) 

) 

) 

) 

) 

-) 

) 

) 


• « 
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i 


Committee) 


and TOBACCO 


INSTITUTE/ INC 


• / 


? 


Defendants 


) 

) 

) 

) 


m m 


* 


4 

f 

\ 


SUPREME COtfRT 


- r 




THE STATE OF NEW YORK 
OF NEW YORK 


\ 

i 


ROSE FROSINA/ ELIZABETH 
COLAVITO and ANILDA ROSS, 
individually, and ;on 

r " — 

behalf of others similarly 
situated, "•* ! 

W 4 .... i t 


Plaintiffs, 


-vs - 


PHILIP MORRIS, INC 


i 


PHILIP MORRIS 


INC 


• , 


COUNSEL 


COMPANIES, 
FOR 


RESEARCH-USA, 

(Successor to 
Industry Research 


INC.;, 
Tobacco 



Committee), 
INSTITUTE, INC 


AND TOBACCO 


• $ 


\ 


1 

i 

i 

i. 


Defendants. 




) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 


INDEX No 110950/96 


>■ «* * m 

■■ 

• • 

a m m m. 


SUPREME COU^T OF THE STATE OF NEW YORK 

COUNTY OF NEW YORK 


CATHERINE ZITO, PEtTER 
HOBERMAN, and OEOROE ' 
ELISSEOU, individually, 
and on behalf of others 

4 - 

similarly situated 


Plaintiff?^ 


- vs - 


THE AMERICAN TOBACCO 
COMPANY, INC., AMERICAN 


* J 


BRANDS, INC., 


.-r\ 



FOR 


TOBACCO RESEARCH-UOA, INC 


) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 

) 


INDEX No 110952/96 
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(Successor to Tobacco 
Industry Research j 
Committee), AND TOBACCO 
INSTITUTE/ INC./ , 


Defendants 


) 

) 

) 

) 

) 

) 


« ■ 
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i 


1 


DEPOSITION OF DR. C. ROBERT CtONINOER 
TAKEN ON. BEHALF OF THE PLAINTIFFS 






NOVEMBER 13th, 1997 


A 

I 


l 

* 


■i 


i 

i 


1 

•k 

4 

1 




t 

l 


. • • 




! WAGA & SPINELLI 
CERTIFIED SHORTHAND REPORTERS 

VIDEOTAPE DEPOSITIONS 
FOUR BECKER FARM ROAD 
ROSELAND, NJ 07068 


Christina J. Dunkel 
ILiCSR License Number 
) 084-004006 
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1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


i 

i 


DEPOSITION OF DR. 


ROBERT CLONINGER, 


taken to be used in 



pending 


United 


t 

i 


States District Cdurt, Eastern Division, Northern 


« " di 


T - 


District of Ohio, State of Ohio, 


Supreme 


Court of the State.of New York, County 


New York, 


9 _ _ w w 

• H . _ , •• • • • 

pursuant to agreement between counsel, under 


* 

provisions of Rule; 26 (a) of the Rules 


Civil 


1 


Procedure, taken on the 13th day 


November, 1997, 


i 


« ; ;«•?. 


between the hours of eight o'clock 


forenoon 


and six 


i . . -i > . ' s • - . 

...... . . • . -*•— - - • i • " 

o'clock in; the afternoon of that day in the 


5 


• »* 


• t 




offices of St. Louiis Marriott, Airport, 1-70 


5 


Lambert International Airport, St. Louis, 


• I 


/V. • 


certain causes now pending in the United States 


. 4 -* 


District Court, Northern District 


• • 

Division, and The Supreme Court 


4 


York, County of NeV 



i 

. * 

« 

V 

l 
■< 
* I 

-i 


1 

t 


4 

ti 
« • 

-4 

i 




- o 0 o 


* 


- * * 

- - 


’ * 


1 




... ^ . 




p v 


t 

7 
• A 


- • 


i 

i 

■ - 

1 


' v- 


J i. 


i 


4 

- 9 

% 

* 


http://legacy.library.ucsf.edu/tid'plr07a00/pdf 





Ohio, 


State 


* 5 ? . 

on behalf 


Plaintiffs 








« 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 

22 

23 

24 

25 
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FOR THE PLAINTIFFS, Hoskins/Chamberlain 


CLIMACO, CLIMACO, LEFROWITZ 
175 South Third Street 
Columbus, Ohio 44115 


GAROFOLI, 


LLP 


By : 


Jack D. Maistros, Esquire 


i - 


i 


.v • 


FOR THE DEFENDANT, 1 R.J. Reynolds 


3 

i 


JONES, DAY, REAVIS & POGUE 


901 


North Point, 
Cleveland, Ohio 



By: 
By: 


Michael A. Nim 


s 

4 ! 4114 

1 



Ave 


Esq uire 


Dennis Murphy, Esquire 




4 




FOR THE DEFENDANT,j Philip Morris Incorpo 
Morris Companies, lino . 


DECHERT PRICE & RHOADS 
4000 Bell Atlantic’ Tower 
1717 Arch Street 

* * - - • # J * * * . . . 

Philadelphia, Pennsylvania 19103-2793 
By: Joseph Patrick Archie, Esquire 

* A ‘ '* ’ . 


i 


* 

4 

* 
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*i 
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» • 
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• 

j 

i 

A 

•• 
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> 


I 
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i 
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EXAMINATION 
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Direct Examination by Mr. Maistros 
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EXHIBITS 
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Exhibits 1 &2 
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Exhibit 4 
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•• 
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[Marked prior 
to deposition] 
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- * 
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8 


1 


2 


DR. C, ROBERT CLONINGER, 




of lawful age, being first duly sworn to tell the 


3 


truth, the whole truth, and nothing but the truth, 

v . ■ 1- 


4 


deposes and says oh behalf of the Plaintiffs. 


5 


6 


1 

4 


a 
11 


v 

1 


DIRECT EXAMINATION 


7 


BY MR. MAISTROS: 


8 


Q. 


Could you please state your full name for 


9 


the record? 


1 


• f 


10 


A. 


I • 

Claude Robert Cloninger C-L-O-N-I-N-G-E-R. 


11 


Q. 




And is it Dr. Cloninger? 


12 


13 


A. 


Q. 


That's correct 


- ' 


i 


m 

My name is Jack Maistros. I'm going to be 


14 


15 


16 


• • 

asking you a series'of questions in two matters. 


One 


• \ 


of which is Judith;Chamberlain, et al . , versus 


! 


American Tobacco Company in the Northern District of 


17 


l ! • ■ ‘ • 

Ohio, Eastern Division, Case Number 1:96CV2005; are 


18 


n . j 

you familiar with that case? 




19 


A. 


Yes, siri 


20 


% • 


f t 


Q. 


And the ot 



f 

case is Hoskins versus 


3 


- ^ < -• 


21 


R.J. Reynolds Tobacco Company -- Hoskins et al., 


22 


23 


actually, versus RjJ. 



Tobaccp Company et 




al., in the New Yo 



County Court, Case Number 


t 


24 


25 


110951/96; are youfamiliar with that c^se? 


A. 


Yes, siri 


* 

1 


*- T* 


b 

3 
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MR. MAISTROS 


And as 


understand it, 


you 


I 


here today just on those two cases, 


counsel; correct? 


MR. NIMSj 


- I -1 


That' s 


understanding as 


well . 


. 5 * -• « 


Mr. Maistros) 


any time, 


Dr. Cloninger, you don 


understand 


question and 


you want me 


V _ 9 

phrase it, ask me; okay? 


Okay 


you want 


take 


break, let me know. 


you want 


.1 

glasjs 


water, let me know. 


Okay. 


•t 


any time 


use 


phrase and you think 


t 


using 


* - 

improperly, tell me. 


4 


J 


Okay. 


4 


use- a word that you beli 


has 


3 • 

I 




different meanings;, 


like you 


tell me as well. 


there 


I 


• * • • *•T •• • 

no confusion on the record what 


I 


asking 


J 


you; 


« 

you understand? 


* < 


Yes . 


* 


Okay. Now, have you 


en the notices 


deposition in both 


the 


I've cited? 


discussed the one with Chamberlain with 


Mr. Nims yesterday^ but 


have not seen the one in 


Hoskins. 


•1 




'-i 


i, cr. 


.j 
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i 


10 


Q. 


If you vyould take a moment to look at 


2 


Plaintiffs' Exhibits Number 1 and Number. 2, those are 


3 


the notices of depositions. Plaintiffs' Notice 1 , 


4 


being in the Chamberlain case, and Exhibit 2 being in 


5 


6 


the Hoskins case, ;and ask you if you have seen the 


> 


document requestsIthat Went along with those notices? 


7 


A. 


0 

The answer is yes to Chamberlain and no to 


- J • 


8 


Hoskins 


9 


Q. 


Okay. Let's go through first Hoskins if 


10 


4 

you might. Exhibit 2. Notwithstanding the fact you 


11 


12 


13 


have not seen the iHoskins notice or the document 


1 

4 

1 


request, you have ^brought documents in Hoskins? 


A. 


I 

Yes, sir. 


14 


Q. 


And we'll go through those in a moment, but 


15 


1 


-V .. 


if you look at the list of requested documents in 


16 


Hoskins, among the documents requested is number one, 


17 


your most current £V; 


t 



s that been brought? 


18 


A. 


I furnished that. 


I didn't bring a copy 


19 


20 


myself, but I believe you have it. 


% I 


Q. 


I 


o 


the one I have dated March of '97 your 


21 


most recent? 


1 

•4 


i 

* 


i . 


22 


A. 


Yes . 


23 


Q. 


And have] you brought a full copy of your 


24 


25 


expert report? 


\ 

i 


A. 


Yes . 


'! 

I 

* i 
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— t 


1 


Q. 


> 

Have you* brought drafts of 



r report? 


2 


A. 


- « _ . . * - - W 

There were no drafts 


3 


Q. 


Maybe we ; can do this together for both of 


4 


?• • V 




these cases. Have you brought a full copy of your 


5 


expert report in Chamberlain? 


6 


A. 


Yes . 


r* 

1 

4 


» 

2 


i'-r 


7 


Q. 


And were there drafts of that report? 


8 


A. 


No. 


9 


Q. 


t 


When you say there’s no reports, do you 


10 


? 


mean the first time you drafted both the Hoskins and 


11 


12 


13 


• •• • 

Chamberlain's report that was a final version that 


"*• 


X r 


was submitted? 


A. 


Yes . 


2 

i 

if 


? 

i 


4 




F f. 


f . J 


4 


14 


15 


Q. 


• — 


It wasn't,based upon any reports in any 


• • 




other cases? 


K- 




• » 


4 


* f 




16 


17 


A. 




Parts of it were taken from other 


•A 


M 

i . 


depositions,, but ip each case, it was modified to be 


18 


19 


appropriate for the specific report but sections of 


* * ' « * 


1 • - ... 

other depositions that I've given that cover the same 


20 


21 


material are sometimes used. 


• S. 


Q. 


Sections of other depositions or sections 

T 
t 


22 


of other reports? 


.* 


23 


A. 


I'm sorry, 



24 


Q. 


m • ^ 

If you -r when we get to both the Hoskins 


25 


and Chamberlain report, would you be able to identify 


-1 - 
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12 


-t . 

which portions were original to these cases and which 

> A m [ - s 

j ' - • *• 

were taken from otiher reports? 


A. 


believe 


could. 


X 


Q. 


Okay. 


• • * 

And number four category, all 


documents, writing's, other tangible items, you've 


prepared, received, reviewed, in preparing your 


• - 


• 4 

report, and then it 



on to list some items; do 


you see those? 


A. 


Yes . 


Q. 


Have you; brought all such documents? 


A. 


Q. 


Yes , 


brought my full file. 


s 


• l 


And number five, have you brought those 


i • 


. ^ . * • * . § 

items, all documents, writings, textbooks, treatises, 




4 - 


. 9 • 


etcetera, that youfve reviewed and relied upon in 


connection with your reports? 


•/ 


«• t . 


A. 


4 • • * 7 . 

Well, in the course of my career, I have 


M * \ . • • • . . J 

read and assimilated information from a large number 


i 


* »* * 


of articles and textbooks and other sources of 


information. 


; • • 

It's:not practical to carry that 


around. 


don 


think 


could, in 


But, in 


• 4 -- 

- S 


fact, my opinions £ re based on my accumulative 


X 

s - 


expertise as reflected in my curriculum vitae. 


Q. 


Are there any particular writings or 


• - « • ** . : * • 

documents that you;relied upon in the course of 


preparing your report that you could identify for 


t 
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1 


13 


1 


me - - 




2 


A 


Anything that was specific to this report 


3 


actually referredIto in the report, for example, 


4 


5 


* ^ • 

articles by Dr. Fiore, that I cited in my report in 


1 » 


A * m 

Hoskins, I brought- a copy of that with me. Anything 


6 


unique to this case, I brought with me. 


7 


Q. 


Okay 


• ^ • • • • 

For example, if you cite to the 


I 


88 


8 


surgeon general's report, have you brought that? 


9 


A. 


no, I 



i 


t 


10 


MR. MURPHY 


* 


Jack, let me just state 


11 


• • 

• •• • ■ 

that we had some correspondence about the 


12 


surgeon general's reports, and we know that 


13 


you guys have; those and that was the subject 


14 


1 * 


of some of the correspondence. 


15 


Q. 


(By Mr. Maistros) Number six, all documents 


16 


« • • “ » » 

prepared or generated by the deponent in connection 


17 


with your report including correspondence; have you 


18 


brought such documents? 


19 


A 


I brought everything -- 


x * 


20 


Q 


I'm paraphrasing by the way 


So the record 


21 


22 


is clear, the items on schedule A to the New York 


notice; okay? 


<s> 

cn 

a, 

<s> 


23 


24 


25 


A . 


Okay. 


Q 


You've brought everything for number six? 


A 


Yes, sir 


f 


1 

2 


i 

4 


V 
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* 


14 


Q. 


Now, number seven is all documents, 


writings, materials, or other tangible items related 


to or arising from any research or other scientific 


> . - 9 - • • 

• • ■ • • • 

endeavor conducted by you and then it goes on, which 


forms the basis of or supports your opinions; have 

^ % 

* 

• • / 

0 _ • • 

you brought such documents? 


Specifically, 


think the focus of 


this request is if you've done any actual research 


related to opinions ybu've offered in your reports as 


10 


opposed to literature review? 


11 


12 


A. 


m not sure 


really appreciate what is 




really meant by the scope of this because it is so 


13 


general that it conclude -- it could include 


14 


everything. 




15 


Fori example, 


ve done hundreds of 


16 


studies over my career on which 


use information in 


17 


formulating my opinions, and 


certainly have not 


18 


brought copies of priginal interviews or statistical 


19 


data tapes or other things that are reflected in my 


20 


published papers 


haven 


brought that kind of 


21 


u * • - 

documentary evidence, but 


• m 

do have such information. 


22 


It's available if it is specifically necessary. 


23 


Q. 


Okay. 


Well, we'll deal with it as we go 


24 


through the reports. 


In number eight is documents 


25 


showing what you've billed for consulting fees 


« 


51770 0561 





15 



1 


* 

*r 


related to these matters? 


2 


A. 


Yes . 


3 


Q. 


You've brought those? 


4 


A. 


% 

I've brought a list of my time on these 


5 


6 


7 


cases . 


I haven't:-- I don't believe I've actually 


billed in 


i 

these cases yet. 


Q. 


Number nine is all correspondence or 


8 


9 


* • 

documents reflecting communications with anyone 

• • \ s • y • * 

* m ; . 

regarding any issue related to these cases; have you 


10 


* 


brought such documents? 


11 


12 


A. 


Yes . 


I 

t 


y 

T 


Q. 


And number 10, all articles, reports and/or 


13 


14 


papers published dr unpublished that were prepared by 


4 

4 


a 


or at your direction which forms the basis or 


15 


supports the opinions in your reports and then lists 


16 


17 


a whole bunch of categories; have you brought such 


documents? 


~4 


> 

* 


1 

1 


18 


19 


A. 


I'm surprised at the scope of this request 


4 


because as I read iit, it could be construed to imply 


20 


that I should bring all drafts of all articles that 


21 


• • • ■ 

I've ever written jin my life, and I have a rather 




22 


lengthy CV with over 200_ publications and several 


23 


24 


books and, of course, I did not bring such material 

* 

- — 4 •• 

i . 

with me. But you have a copy of my curriculum vitae 

•T * 


25 


■ Z 

and if there's something of specific relevance to 


i 

* 

i 


. 
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16 



this case, I'd be happy to discuss with 


what 


4 - 


» 

• —M 

need in the way o£ documentation 


should 


necessary 




Q. 


w w w 

But you have not brought 


documents 


responsive to number 10? 


A 


I brought all-material relevant 


this 


case specifically iand my curriculum vitae, which 


lists my scholarly activities. 


would 


that 


that would be sufficient to allow 


make 


* 


5 1 # 


more specific requests that 


would need because 


7 

rt 


is beyond the scope of reasonable effort. 


* 

* 


* T 


Q. 


You didn't see 10, though, before? 


A. 


No, I didn't. 


Q. 


I just handed it to you; 


i 

•• 

i 


• 


A. 


No . 


\ 


* J 


Q. 


• • 

Number 11 ■, did you bring videotape 


transcripts of your prior deposition 


* 

j 

J 


testimony? 


A. 


I don't have those. 


-i 

-r 


-H* - 


MR. MURPHY: 



those were fuirnished to your office 


. 

time ago in an effort to dispense 




need to deposs Dr. 


-I . - - " * * * • 

the Chamberlain case, and 


offer. 


* 

i 


i 



you? 


let 


state 
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MR. MAISTROS: 


didn't decline the 


it 


offer to receive the deposition. 


MR. MURPHY: 


No, you declined the offer 


to dispense with the deposition in the 


Chamberlain claim. 


Q. 


(By Mr. Maistros) Okay. 


Now, mark as 


Exhibit 


a copy of your CV that 


was provided. 


6 • * 

(A-certain document was marked 


Exhibit Number 


for 


10 


identification by the Reporter.) 


11 


MR. 


STROS 


m sorry 


only brought 


12 


one extra. 


% - , * w • 

It's so big. 


13 


Q. 


(By Mr. Maistros) Is Exhibit 


the most 


14 


i .. _ 

current version of 1 your CV? 


15 


A. 


believe so. 


16 


17 


Q. 


A. 


And did you prepare-this CV? 


-C 


Yes 


18 


Q. 


Were there any articles that you've 


19 


authored that are not on this CV? 


20 


A. 


Let 


see, since March 


have written some 


21 


22 


23 


papers but none oft those are specifically relevant to 


this case. 


All 


h 6 


se that are relevant are listed 


Q. 


Have you 'written any papers on nicotine? 


07 

Ch 

4* 


24 


A. 


Well, if ;by nicotine you would include 


cigarette smoking, j 


25 


S > 


&LLIS 










10 


li 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


18 


Q. 


No, just nicotine 


A. 


. ^ — - * v 

Not specifically on nicotine 


Q. 


Since March? 


A. 


No . 


. * 
. 1 
. A 


Q. 


• ♦ * a - - * ;• - . J . • 

Have you< written any papers on cigarette 


i 

smoking since March? 


A. 


No. 


.1 


1 


Q. 


Have you; reviewed any books since March 


that aren't on thife list? 


A. 


No. 


Q. 


Have you been an editor on any publications 


since March that ate not on this list? 


A. 


• • ^ • » 

Well, as^an editor 


don 


• % • 

list the papers 


that 


review for publication, but 


have not become 


ft .. " ’ 

an editor of any additional journals since March. 


Q. 


. f , ’. • ; •. . . . .. .. _ . 

Have you^been appointed to any professional 


.. -,r. 


societies or organizations or joined any professional 


> 


societies or organizations since March that are not 


on this list? 


.... 


A. 


have been a consultant to the National 


Institute of Health for Drug Abuse and for Alcoholism 


- + . * ...» . , 

since March in connection with the reviews of the 


epidemiology and genetics of drug abuse and 


• - -!> 


alcoholism. 


. 4 

That Was just in September and October, 


rr — 


actually September land-November of this year. 
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1 


Q. 


And by a cons 



you mean you're being 


2 


paid, or? 


3 


A. 


I was an invited paid consultant to NIDA 


r * r 


4 


and to NIAAA for view of research programs that they 


J .1. 


5 


6 


7 


8 


• l 


are considering initiating on substance abuse and 


r * 


alcoholism. 


‘1 


* I* 


T 

* 


Q. 


• • • • • 

Genetically related or just substance abuse 


1 


- 


and alcoholism? 


9 


A. 


- 

* 


They are related to the genetics of 


10 


11 


substance abuse arid alcoholism. 


! 


Q. 


And wheri you say you were being paid, is it 


12 


13 


14 


15 


you or your employer? 


1 


A. 


In the case of consultant consultation to 


\ 1 


v; 


the NIAAA those fees do go directly to me. 


t 


U 


Q. 


What is NIAAA? 


16 


17 


18 


A. 


.1 


That's alcoholism and alcohol abuse. 


H 

t 


Q. 


Is that a subcommittee of the National 


i 


* •»: 


w? • 


Institute of Health? 


19 


A. 


Yes -- well, it's one of the institutes in 


20 


NIH . 


• * 

And NIDA N-I-D-A is also one of the institutes 


21 


of NIH. 


- 


22 


Q. 


And this subcommittee is exploring the 


23 


possibility of research related to substance abuse 


24 


a % m 

insofar as geneticp is concerned? 


25 


A. 


i 

That's cbrrect 


The fees are very minimal 


0 i. 


4 
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Mainly they pay yqur expenses and 

- • " * - 1 "*■ ‘ 


think $200 or 


$300 a day. 


Q. 


Have you rece 


any further education or 


academic degrees since March of 


97 that are not on 


this CV? 


A. 


Other than attending scientific meetings, 


which 


receive continuing education -- continuing 


medical education icredit, no. 


Q. 


Have you rece 


any university 


10 


# • * 

appointments of positions since March of 


97 that are 


11 


not on this CV? 


12 


A. 


No . 


13 


Q. 


How about hospital appointments? 


14 


* r 


A . 


was appointed to the medical advisory 


15 


• * 

committee of Barnes -- Barnes Jewish Children 


16 


Hospital for evaluation of complimentary medicine 


17 


18 


19 


20 


21 


22 


23 


24 


25 


practices . 


Q. 


A. 


What arejcomplimentary medicine practices? 

k • * , j ^ i ' ' 

• • i • 

4 - -- - 

• • • 

Things like yoga and acupuncture, 


alternative medicine techniques .that are becoming 


increasingly popular in the United States and 


elsewhere. 


^ m % • • _ ” • — 

X • . • • • , 

They require expert medical evaluation as 


to their efficacy and safety before they can be 


. — ■ 

• - L 

provided under hospital auspices. 


Q. 


Is hypnosis included in there? 


hit-"* 
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1 


2 


A. 


Q. 


Yes 


• m m tea* • 

Herbal medicine and so on. 


Now, your current employer is who? 


3 


4 


5 


A. 


Q. 


A. 


Washington University. 


\ 


And that's located here in St 


Louis ? 


• * 


Yes 


S 

: 


6 


7 


Q. 


A. 


And how ilong have you been employed there? 


SI 


•I 


Since 1970. 


1 I 


8 


Q. 


• _ • * 

Do you have any other employers? 


9 


10 


A. 


Q. 


No 


* 

t 


i 

i 

* 

i 

i 


t ... % - 


Do you have a private practice? 


ll 


A. 


As part of my activities at Washington 


12 


13 


14 


15 


University. 


Q. 


i 


4 

l 




And wherfe is your office? 

i , *' ;• - 1 • 


A. 


* . •*« 

- - - 
a * . 


Renard Hospital, which is a part of the 


* > 


Barnes Medical Center Complex. 


•v 


16 


17 


Q. 


So you receive compensation from Washington 


University? 


i 


•i 


18 


19 


A. 


That 1 s correct 


i. 


Q. 


And you receive compensation from your 


20 


private practice? 


21 


A. 


4 .. 

Well, private practice actually is a part 




22 


. • * • 7 - - « - . 

of my activities, so those fees -- most of those fees 


23 


24 


actually for clinical care of patients go directly to 


i 


the university. we are allowed to do some 


25 


consultation service on advisory committees and 


* - I- 

M 

1 . 


3 
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1 


* 

i 


receive honorariurfi and fees for consultation and to 


2 


• 1 . -1 . 

industry and for lectures and writing royalties and 


3 


so on. 


4 


Q. 


But if I wanted to come see you for 


5 


6 


counseling I would pay or send my check to Washington 


< 


University? 


7 


8 


A. 


That's correct 


• • • 


? 


Q. 


If I havje health insurance coverage, who in 


9 


your office fills put my health claim forms? 


10 


A. 


We actually have a division now that does 


11 


that, but it is -these are employees 


the 


12 


Department of Psychiatry that do it. 


13 


Q. 


How do the employees know - - for example, 


14 


15 


if I come in for a; consultation, how 


1 

5 


the employees 


know what to put down on the health insurance claim? 


16 


17 


18 


A. 


® • • 

Well, I have forms that 


fill 


that then 


i 


*| 

give them the essential information. They actually 


1 • 


prepare the forms from the forms that 


fill for them 


19 


that list various Codes and procedures that 


carry 


20 


out . 


21 


Q. 


* 

Now, what codes 


you use? 


22 


A. 


I actually couldnJt tell you the exact 


23 


• ‘ r..- • : 

numbers of the codes, but we have -- that's why we 


24 


25 




i 


have a form because most people don 


I 


actually 


remember the code numbe 


themselves. 


http://legacy.library.ucsf.edu/tid'plr07a00.' l pdt 
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I 

* » 
w 


Q. 


What have those codes -- have you developed 


i 


* / • «* ? 

those codes on your own? 


A. 


No, those are standard fee for service 


4 

i 

i 


codes that are generally regulated by the Medicare 


and other insurance 


* 1 



Q. 


Do you know what those codes are called? 


A. 


What is sit? Oh, what is it? I want to say 


CPC, but I can't -- it's clinical practice code and 

% • • , * 

• . • • • J 

then there are certain numbers that go with that. 

1 4 ' # 

I'm not sure I have all the initials exactly right, 


but it's CP something. 


i 


Q. 


Now these codes, do they correspond to 


treatment or? 


A. 

Yes . 

Q. 

What 

a! 

Well 


! 


i 


i 


•t 


do they do -- I mean -- 


*.-« 


they would be things like one-hour 


J 


consultation outpatient, inpatient diagnostic 


- 4 


1 • 


evaluation, personality assessment, pharmacological 


* .i 


management. 


i ■ 


. ‘S' 


3 

i 




Q. 


Is there! a code for prescribing medication? 




A. 


Yes -- wfell; that would come under 


pharmacological 



Q. 

Pha 

A. 

Yes 

Q. 

Do 


Pharmacological, management? 


2 . 

* 


. • . . 

you khow what the term "medical 


A 
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24 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


necessity" means? 


A. 


• • 

Medical necessity? 


. - r 


Q. 


Yes . 


A. 


know what those words mean. 


If it has a 


» . . : : t . . . 

technical legal meaning, I'm not sure 


Q. 


How about "medically necessary"? 


A. 


Same . 


- . i'# 


I'm not sure what -- if you're 


raising an issue qf some particular statute or 


practice. 


Q. 


Do you 


contracts with any insurance 


J*: 


companies whereby -you agree to treat certain patients 

* « • • 

! ' . 

• • j • . • t • • • . . ... 

and then bill the {insurance company for those 


services? 


!•- 


A. 


don 


personally but our department does, 


1 


i 


and 


m listed as provider on a number of contracts 


i . 


that the department as a whole has. 


Q. 


You actually have a provider number? 


A. 


may 


• • • V* • 

il suppose 


do or they couldn 


I 

keep track of it, but 


don 


actually pay much 


attention to that 


leave that up to the 


department, and 


- . 

regulate the amount of time that 


see in clinical practice. 


tn 


Q. 


Do you aptu 


A. 


I - - 


<S> 

s> 

cn 


Q. 


* ...” 

m sorry; are. you done? 




r.ir^nii 













25 


A. 


Yeah, I!m done. 


Q. 


Do you actually sign the insurance claim 


^ * * 

forms when they'rs submitted to the insurance 


companies ? 


A. 


sign a form that is kept on record by our 


business office irt which 


communicate to them what 


services 


1 ' * 

m providing. 


T1 


■n 1 


don 


fill -- 


don 


sign 


the forms that thejy then provide from that 


«r 


Q. 


t t * 

Do you know if there's any requirement when 


10 




you submit an invoice or a request for payment to the 


11 


insurance company ^that the services you provided were 


12 


13 


medically necessary? 




A. 


Medically necessary? 


Well, our -- we've 


14 


. t ‘ . "" ... J 

recently instituted an audit procedure whereby every 


15 


billable activity is actually then documented by a 


16 


.: • . ; • • . • 

written note that is reviewed in the business office 


17 


to assure that the serv 


r . 



s provided correspond to 


18 


J • •* • 

the code. And we do also .in the case of 


19 


20 


hospitalization and outpatiant activities generally 


s 


require or are generally required to obtain 


21 


pre-certification by the insurance agency or the 


'L 


22 


insurance provider as to whether they will allow the 


23 


service . 


We have to convince the certifying agent 


24 


that the service that we 



requesting to provide is 


25 


• 

necessary for the patient and then they give us an 


I 
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1 


authorization for carrying out that activity. 


2 


2 m . • • • . -to. 

I may still, if they don't authorize 


3 


w • • ^ 

it or if the patient has exceeded the benefits of 


4 


• & Z 

their contract with the■insurance provider, I may 


5 


still, in my opinion, feel that the patient needs the 


6 


service in order for me to maintain adequate 


7 


8 


standards of care for my »- according to my judgment 


f 


And in that case, \I then go ahead and I provide the 


9 


10 


11 


service at no cha 



to the patient or I make some 


a 

. 3 


arrangement for them to provide directly if that's 


allowable. 


t 

.2 

• _ 

I 

i 

i 


l •• — 


12 


13 


Q. 


Before proceeding with any recommended 


4 


treatment or prescriptions, do you make it a practice 


14 


of yours to make certain that those treatments or 


15 


prescriptions are medically necessary? 


16 


17 


18 


19 


20 


A. 


I would hot provide a' service that I didn't 


!■' : 


f- • ‘ * ?x V *• 

think was indicated, In other words, if I didn't 


i 


think it would be Of benefit to the patient. 


]’ 


• . . • 

However, there are]many things that can be beneficial 


■ to • • 

which are not necessary for survival or for comfort 


21 


And so, again, I wduld have to know what is the 


22 


- « - - 

standard for necesSary. 


23 


24 


What I usually operate by is what's 


good for the patient and the sense of what's 


25 


1 

necessary may have some other meaning to other people 


' i- 

i ■ 

■* 


1 

i 
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1 


or in connection with some statutes I'm not aware of. 


2 


3 


Q. 


• . , i ■ 

^ » m 

You are - you provide services that are 


3 


compensated by Medicaid? 


4 


A 


Yes . 


i 

4 


5 


6 


7 


8 


Q 


A 


Q 


A 


And Medicare? 


Yes . 


* 

i 


1 

i 

1 


And private insurance companies? 


< - 


* 


Yes . 


9 


Q. 


* 

And through the State? Is there 


10 


11 


12 


13 


distinction or is your Medicaid, Medicare handled 


1 


through the State here? 


W ,• 


9 


A. 


1 .* 


Well, it has been both ways. 


the past 


t 

i 


i - 

it was done directly by 



State, and 


have worked 


14 


in the State Mental Health System in the past, 


15 


16 


don't currently, but.now at this time the services 


•- 


for the State are actually farmed out 


private 


17 


contractors and insurance providers. 


18 


Q. 


: ... . « 

Have you • treated people for what they claim 


19 


• . . *■ ; m . • • 

to be smoking addiction, habituation, dependence? 


20 


A. 


Yes . 


21 


Q. 


«r * . 

Without getting into what those three words 


22 


mean -- 


1 

*2 

i 


23 


A. 


Yes . 


3 

j 


24 


25 


Q. 


-- what's your general course 


atment 


for such people? 


- 4 


| 

■4 

5 


I 

i 

* 

i 

i 


htlpj’/legacy.library.ucsf.edu/lid'pIrOTaOO/pdl 
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/ 

* 


A. 


4 

Well, it depends on each individual case 




There's no set procedure that I would follow in all 


1 


cases. It reallyjwould depend on the particular 




individual's diagnosis, history, and feelings about 

■3 ' • ' - r 

a ' • ■; - • ' • • • 

• • • • • • 

4 ^ 

personality, feelings about other goals and 


activities that 


i 



• • m 9 

want to engage in. 


Q. 


J • • | 

Is it psirt of .your practice to attempt to 


determine if somebody is addicted, dependent, 


•1 


habituated to tobacco without such patient first 


raising the issue <with you? 


A. 


4 

a 


*», -* 


In doing an initial and ongoing examination 


I ’ 

of the psychiatric history, I consistently ask about 


• • . 0 . . * 

use of all substances, including cigarettes. 


Q. 


smoke ? 


A. 


• * J # • * 

Do you a*sk your patients how much they 

- * •: ■* 

i • • 


Yes . 


i 

* 

•i 

» 


Q. 


Do you ask them how long they smoked? 


A. 


That would be part of my evaluation. 


Q. 


moking? 


A. 


i ) • * m 

Do you a,sk them if they have tried to quit 


- 


1 

i 


Generally, yes 


Q. 


Do you abk them how many times they've 


tried to quit 



A. 


In answering these questions about what I 


* 


* i - - 

would ask about, I would just say that that will vary 
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1 


» 5 * I •’ 4 

from patient to patient, depending on the overall 


2 


3 


context. 


) 

5 


1 


Fof example, if someone is a poly 


. J 


4 


substance abuser ^nd I may not go into as much detail 


5 


• "• 

about quantity and frequency and duration of the 

• * • * •• • ; } • . , . 

. « • - - ' - ' - 


6 


cigarettes. It would depend on what is the relative 


7 


prominence of that behavior in their overall picture. 


8 


So 



I would want to know what 




9 


the pattern of their behavior is and what it 


10 


significance is in; their life and just what details I 


11 


11 


need to know about that in order to evaluate that 


12 


would vary from case to case. So again, there's not 


13 


14 


« • • - . ~ 

a ritual where I a‘sk a fixed set of question 


of 




I m 


every patient in 



case . 


15 


Q. 


•t • ■ •• 

4 • * 

Let's take the patient who comes in who is 


16 


« • . , . . . 

not on heroin, is hot on cocaine, is just coming to 


17 


see you because they're not satisfied with their life 




18 


in general, say take a mildly depressed person. 


19 


3 


Would you get into)issues of whether or not they 


20 


smoked? 


* 

i * 5 


21 


A. 


Yes . 


22 


23 


Q. 


What type of questions would you ask them? 


*t » 


A. 


r. 


* 


Well, I would want to know how much they're 


24 


smoking, when -- in terms of current use and then 


25 


from there I 


would< 


* 

t 

"i 

i 



• ST * 

to what the -- when they 


\ * 


t 

I 


I 

% 

1 

* 

i 
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a 

A 


1 


started, whether they've stopped, whether they've -- 


2 


what sort of symptoms they've had, what pleasures 


3 


they've derived from it. 


4 


Q. 


Is that while they're smoking or when they 


5 


stopped? 


6 


A. 


I would want to know both their behavior 


7 


before 


du 



ng 


and after any smoking behavior. 


8 


Q. 


? 


Have you : had patients describe 


you 


9 


symptoms, unpleasant symptoms, they've experienced 


10 


when they've 



to stop smoking? 


li 


A. 


I have had that. 


12 


13 


Q. 


i • 

Have patients actually 


I 

phrases, such 


i 

T 

V 


a 


"I go through withdrawal symptoms when 


I 


ve tried 


14 


15 


to quit smoking"? 


A. 


\ 


i 


Yes, in some cases 


16 


17 


Q. 


• m 

Now, when you fill out your insurance claim 


1 


* -r 

forms is there a category that you put down for 


18 


1 


diagnosing somebody that 


nicotine dependent, 


19 


20 


habituated, addicted? 


\ 

1 

? 

a 


A. 


We do have a - - we 


use the official 


21 


codes for psychiatric 



sis and substance 


22 


- : ...” -■ ... - * ' . 7 ^ r 

dependence is one of those codes. 


23 


■h f 


Q. 


What do you mean "the official codes"? 


• 


24 


25 


A. 


The American" Psychiatric Association has 


diagnostic and statjisti 


manual that conforms 




1 


http://legacy.library.ucsf.edu/tidplr07a00/pdf 


* 
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1 


the criteria of the international classification of 


2 


diseases that has\a list of specific codes that 


3 


4 


5 


include nicotine 


Q. 


A. 



i 

J 


Are those what 


is 


• w — 

referred to as the DSM 


I 


( 

A 


Yes . 


6 


Q. 


i ■ ' 


And the'current one is DSM-IV? 


7 


8 


A. 


Q. 


Correct. 


t 

4 


J * * ' * . f. 

Roman Numeral four? 


9 


10 


A. 


Q. 


5 


Correct . 


* 


So when patient comes to see you and you 


11 


a 

diagnose him for, what is it called in the code, 


12 


13 


14 


15 


nicotine dependence? 


A. 


Ye 


1 

i 


9 

.1 


Q. 


Is there's actually a code number you put 


i 


down that, say, you did the diagnostic procedu 


16 


17 


outlined in the code? 


A. 


* 

1 


Yes . 


18 


Q. 


t 


3 . 


What makps that code official? 


19 


A. 


J • • • 

The standard of practice requires the use 


20 


of codes based on the International Classification 


21 


Diseases 


I 

* 


22 


The, United States has 


treaty or an 


23 


agreement with thei World Health Organization 


24 


25 


that, and it's been elected for psychiatric diagnoses 


■ • ••» 

in the United States that we use 


modification 




hllp://legacy.library.ucsf.edu/Iid.'plf07aOO,'’pdt 
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1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


• \ 


the ICD criteria developed 


American 


4 

Psychiatric Association, 


DSM. 


Those 


considered official guidelines 


m • 

clinicians 


• . * * » . * ^ 

fact, those are guideline 


always 


! 


know if someone uses that code, exactly what 


l 

3 


questions were asked 


what 


evidence is 


what 


its quality is. 


3 


So it he 


-- there are questions 


about the validity! of 


it's -- it is a label that 


_ • * 

diagnostic 1 criteria, 


some merit, but 


are limitations to* it-from 


standpoint 


validity 


or what its meaning is actually. 


Q. 


i 


J J 

it official, and you originally started 


7 

1 


Treaty? 




A. 


Yes . 


i 

J 

3 


5 

> 


Q. 


• • • • 

psychiatrists, such as yourself, must 


diagnosis under DSft-IV? 


A. 


Well, again, 


and you asked me to -- 


Q. 


Well, yoi^i -- 


A . 


-J 


word that could be lam 


1 

* 

5 

i 


■3 

j 

a 


htlpj*/legacy.library.ucsf.edu/licl'plr07a00/pdl 



Well, myi original question is, what makes 


with 


was an offshoot of the World Health Organization 


And is it your testimony that 


used 


-- call to your attention 
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S 

l 


4 


1 


meaning, and my r 



to you was that in one sense 


2 


3 


M - r 

it's official because it's a part of this agreement, 

fl 


- rl 


1 ' 


and we always have to use these codes in order to 


4 


5 


communicate what we're doing providing service for. 


\ 
• * 

-3 


We don't always communicate all codes that could be 


6 


applied to a patient if we're not providing service 


7 


1 

1 


about that dia 



• 1* 


8 


For 



I often see patients who 


9 


10 


11 


■* * " . r • 

have heart disease or who might have minor behavior 


* 


problems, and I don't necessarily record all of their 


codes . 


* 


I genera 



w • » • 

require - - I do list the codes 


12 


13 


14 


i 




that are their primary diagnoses or those for which I 


! ..'V / •• 


am providing direct service. 


* ; 


• • 

• • * , • • • 

Now', the other part of my 


• V 


15 


* * • 

clarification of ybur question to me is that I think 


16 


f . * . • * # * # « 

the word "official" could also be used to imply that 


17 


i * 

it is something that is valid and somehow certified 




18 


i 


as a valid diagnosis by some group or person, and I 




19 


don't think that -J- I think there are questions about 


20 


• # # •• 

the validity of sojne of the diagnostic criteria that 


r. 


21 


we use in ICD-JC orj DSM-IV, and so depends on what you 


22 


mean by official. 


23 


Q. 


Well, you used the word not me 


i 


24 


25 


A. 


•• m ■ 

No, sir, you did. 


I - 


Q. 


4 . * * ■ . ... 

That was back -- 


.4 

$ 

4 

5 

i 

4 


x • / 


- 
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A. 


You as 


me a question about official 


Q. 


* ‘ ‘ s 

But that* was in response to you identifying 


, t 

the DSM-IV as the^official codes of psychiatric 


diagnosis. 


That's why 


asked you originally what 


- ^ ‘ • 

did you mean by official. 


A. 


Oh, 


see . 


Q. 


*• 

That takes us back to my original question. 


MR. MURPHY: 


m going to object that 


you're misstating his former testimony. 


10 


MR. MAISTROSi 


It is what it is but -- 


11 


MR. NIMS.s 


•Jt 


And in any event, he's 


12 


clarified the various meanings that official 


13 


• . Z T . _ . 

might have in’ his view. 


14 


MR. MAI S'I'ROS ; 


Is that what you've 


15 


done ? 


4 


16 


THE WITNESS; 


Yes, sir, tried to. 


17 


18 


Q. 


(By Mr. Haistros) So if 


understand it, 


A ? 


a • - .: 

when you diagnose Somebody as nicotine dependent, you 


19 


don 


have to use DSM-IV? 


/r 


20 


A. 


DSM-IV provides criteria that can guide a 


21 


22 


clinician, but 


- 

# ! • • • 

dpn't believe that everyone who uses 


4 --: 


• - T * “ . * . 

those diagnoses actually always asks all the 




23 


diagnostic criteria that are recommended 


24 


Q. 


m just;asking about you 


25 


A. 


- - for these . 


m sorry? 


51770 0581 






35 


Q. 


m just asking about you 


A. 


When 


Use 


diagnosis, it would be 


because 


believe i that 


ve reviewed the criteria and 


that they're satisfied 


Q. 


Now, whan you submit claim forms to either 


Medicaid or private insurance companies, do you 

•• « *"••• • • 

• . i * * • • * 

certify that you'ye diagnosed people as nicotine 


dependent under DS!M-IV? 


A. 


don 


believe 


can remember, at least in 


10 


• f • • . 

the last decade, any time when 


have recorded a 


11 


diagnosis of nicotine dependence on a claim form 


12 


because generally I have not found that to be a 

\ \ -9 h . . * - • ‘Jg ' . •'.’’j . 


13 


14 


primary diagnosis an patients that I'm treating. 


— 9 • 4 . . 


• • • 

Even though that doesn't mean that 


haven ' t 


15 


»• » w — 

’ 7 

recognized that they smoke cigarettes, but 


do not 


16 


1 •| . t a • > 

remember a single case in which 


put that on an 


17 


insurance claim 


because that was never what 


18 


was primarily 


T • J * 

reajting the patient for. 


19 


Q. 


Is there; a DSM-IV classification for heroin 


20 


dependence? 


x 


21 


A. 


Yes . 


* * 


22 


23 


Q. 


And have you diagnosed people as being 


!* 

I • 


heroin dependent? 




24 


A. 


have . 


25 


Q. 


And have;you submitted to insurance 


3 \* 


i 
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companies or Medicaid claim forms diagnosing somebody 

% • 

- 

as heroin dependent? 


A. 


Yes . 


Q. 


And have you used DSM-IV or III? 


A. 


Ill or IV, 


Q. 


Have you used any other quote "official" 


.1 


unquote diagnostic specification for such diseases or 


’ .4 - -- 


disorders? 


A. 


If 


• • • • 

understand the question, I've always 


10 


used DSM-III and IV. 


ll 


Q. 


Okay. 


And that's regardless of if it 


12 


9 * 

nicotine dependence, heroin dependence, cocaine 


13 


dependence? 


14 


A. 


Correct. 


15 


Q. 


Or depression? 


16 


A. 


Correct 


17 


Q. 


Is there: any other similar official set of 


18 


19 


20 


standards you relyi upon in your practice? 


f- . 

* ■ 


A 


Rely upon? 


1 


Q 


€ . 

m talking about for if, you know, DSM-IV 


21 


22 


23 


24 


if you could characterize it as an outline of tools 


to diagnose various disorders; correct? 


A. 


Yes . 


Q. 


i : 

Are there any other similar publications 


tfl 


<S> 

<s> 

cn 

00 

Co 


i 


25 


a - • . 

put out by any othir entity that you rely upon? 






3 


f 

l 


1 


2 


A. 


upon. 


n 


* _ • 
r < - 

Again, I'm not sure what you mean by "rely 

J . . - . 

* - 
t 

Could you i>e more specific? 


3 


Q. 


Sure 


There's two issues, are there not, 


4 


with DSM-IV. It provides you a guideline for 


5 


diagnosing somebody if 



have a disorder; correct? 


6 


A. 


Yes . 


7 


Q. 


And it also provides you a specification to 


1 * 


8 


bill a third party! such as Medicaid or private 


9 


10 


ll 


insurance companies, once you've arrived at a 




diagnosis; correct? 


i 

% 

** 


A. 


Yes . 


12 


Q. 


» • • . . 

Either when yoy're diagnosing or when 


13 


14 


15 


you're billing, do you rely upon any other type of 


4 


specification similar.to DSM-III, IV, etcetera? 




f : 


A. 


For billing I always use the DSM system. 


16 


For diagnosis and evaluation, describing the patient, 


17 


18 


I take into account a number of other approaches to 


i 


diagnosis and classification. The International 


19 


■ • • • • • 

Classification of Diseases, which is currently in its 


20 


tenth edition, corresponds in terms of codes and 


21 


labels to DSM, but :it actually uses different 


22 


criteria . 


* •» e 

So that different criteria are actually 


23 


24 


used by different people in different countries but 


j 

J 


they arrive at the jsame diagnosis. 


25 


I'm familiar with the ICD-10 and its 


f" * 


* 

* 


1 
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38 


I 

* 

t 


predecessors and I sometimes use that and use those, 


in fact, when I characterize those differences in 


order to better 



more fully ; describe the patient. 


% . . . 

There are other systems, for example, with regard 


. 5 


nicotine tobacco use that I’m familiar, with and 


may 


4 


use and might relyf on for certain kinds 


■ ^ . • 

descriptions or diagnoses but not for billing. Those 




m • 

would include things like the Fagerstrom criteria for 




dependence in the case of substance use and 


variety 


•c 

of other diagnostib systems for other aspects 

4 •••* 

• • 

i • • ; • . 

psychopathology. 


•t 


Q. 


When you:bill either your patients, third 


i- , - 


parties, governmental entities, you use the DSM 


A. 

Yes . 

Q. 

And 

A. 

I ' ve 

Q. 

Have 


1 

a 

: 


• • • 

how tong 


you been doing that? 




: 

always done .-.that. 


you!ever prescribed any nicotine 


1 


substitute 


any 


your' patients? 




gum 


A. 

Yes . 

4 .»*■** .... 

• • 

• • * 

... 1 * - 

! - r 

• • 

• ♦ * * •* 

£ •— -1. 

• • 

Q. 

Which 

• • • • • * 

ones . ^ 

s • * A ••• • m 

• 

A. 

I have 

£ ! . 

occasionally pre 


cribed patches and 


i 


don 


I 


M • • 

• *• s m • 

remerfiber exactly what brands. 


i 


not 


something that 


u i 

very frequently because 


don 


I 


think it's genera 


ne 


* * 


* - 


there 


DSM for patches or gum? 


I : 
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There 


I 


not 


- t there's not 


code for 


those, no. 




For Medicaid 


they have 


code that you 


have 


use when you prescribe patches or gum? 

- - .= ‘ J ’ “ ’-- . ' * - 


No . 


I 

private insurance companies have 


code ? 


i 


you have an internal standard, such 


as -- well, start over 


You 1 re 


medical doctor; cor 


ct ? 


Yes . 


•• 9 


What standards 


you have 


meet before 


you can 


scribe medication? 


What 


you have to 


• i ■ ;•<' 


find? 


Again, the general rule would 


that you 


would want 


use 


1 

i 

. i 

• v 

s. 

i 


medication that would 


benefit 


the patient and outweigh the risks 


3 


■ ^ 


4 — 


involved in prescribing 


and that's always 


risk 


benefit judgment based on the diagnosis 


the 


■7 


patient and what 


eir, requests are and various 


aspects 


i - - • 

informationlaboht the efficacy and side 


effects 


the drug. 


- s 


Can you describe 


medication without 


making 


finding that such medication 


medically 


necessary 


that patient? 


t 


1 . " 










4 0 


1 


A. 


Yes. If you mean by "necessary" that it 


2 


would be requisite for survival or comfort, it may be 


3 


something that you could use to enhance the way they 


4 


•t - # 

feel or to reinforce their motivation or to give them 


5 


something tangible to encourage them to do what they 


6 


7 


8 


9 


want to do. 


A 


Q. 


. 

Do you h|ave to find that the patient would 


i 


achieve a medical benefit before you prescribe a 


i 


certain medication? 


10 


A. 


■ • 

You would not prescribe I would not 


11 


12 


13 


prescribe something that I did not think would be 


A 


. * 

i 


where the benefit Iwould not outweigh the risks. 


Of 


i 


course, that's always a judgment and estimate that 


14 


you make. 


15 


Q. 


. • •• • ' • I • i J • • • ■ 

If I came into your office and said I 


16 


believe I'm dependent upon cigarettes, would that be 


17 


enough for you to prescribe me the patch or gum? 


18 


19 


20 


A. 


No . 


s 

7 

l 


i 


Q. 


> * * * * • * 

What else would you need? 


* £ 
* 


A. 


•I 


Well, I'd need to know what the full 


21 


A * * * • 

situation was and I'd have to -- I would do 


a 


22 


m i • S 

complete psychiatric review, try to understand the 


23 


24 


25 


current situation. 


I also would, in the case of 


nicotine, would prbbably tell you that I didn't think 


i 

i 


that it was necessary for you to use this, that the 


1 


4 
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symptoms of withdrawal that are described are mild 


and transient and actually don 

1 * •**.---? 7 • • ' * . 


occur in most people 


and so that it's hot necessary in most cases. 


-5 


• . « .• » - — 

However, if in further discussion with 


* • • ® * 

you it appeared to me that the use of something like 


this would be of symbolic value to you or would 


encourage you or r.-emind you that you were doing 


10 


f 

something of benefit for you, I might still go ahead 




• - * 

and use it even though I didn 


think it was 


1 - • 


necessary if 


it would be an effective 


11 


12 


motivational tool to accomplish the goal. 


i - . 


Q. 


Is it yoUr opinion that patches and gum 


13 


only have symbolic! value to people that are nicotine 


14 


dependent ? 


15 


16 


17 


A. 


think they have limited and transient 


. c 




value and that they do not -- their use does not have 


. 4 - 


• ' mm T . .. | . • • 

a substantial effect on the ability to stop smoking 


18 


in most cases. 


19 


Q. 


• . A \ + m 

1 • • • 

What studies have you done on patches? 


20 


A 


• • ^ 

* • J m • 

ve reviewed the literature 


21 


Q 


Which literature? 


22 


A. 


^ • . 

Literature about the use of patches 


23 


Q. 


which literature? 


24 


A. 


Overall reviews of the efficacy. 


believe 


25 


• , 

if you look at essentially any review, that you will 


* 


! 
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find that nicotine 


evels or use of nicotine 


replacement therapy do not predict the success 


Q. 


• A — .. • 1 

m just; asking what literature you've 


reviewed. 


A. 


5 


And I'm telling you 


Q. 


No, you're telling me what the literature 

i , . 


says 


m asking what literature you've reviewed. 


10 


A. 


One specific book that does a summary of 


this is a book on 


iii cotine addiction called "Nicotine 


i 


4 . 

Addiction" by Orleans and Slade. 


ve also reviewed 


li 


* . • % • 1* • 

and cited an article by Dr. Fiore, Fiore one of the 


12 


experts in HoskinSj that also makes reference to 


13 


studies of nicotine replacement therapy. 


All of 


14 


15 


these sources show ■ that the primary predictors of 


! 


success and smoking cessation primarily have to do 


16 


• • •< i •. • • • 

with self-directed determination to stop and not with 


17 


• • • • • • 

nicotine levels orinicotine replacement efforts. 


18 


Q. 


T“ • . - # 

Okay, we'-ll get into whether or not you 


19 


m . • ^ , 

believe in the merits of nicotine replacement later 


20 


this afternoon. 


m just interested in what 


21 


literature you've 



viewed. 


You cited this Orleans, 


22 


Slade publication? 


23 


A. 


Right. 


24 


Q. 


And the Fiore article? 


25 


A. 


Right. 


A 


, I 
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Q. 


What was the Fiore article entitled? 


A. 


It's included here in my folder. 


Q. 


Okay. 


i 


»• 


A. 


"Predicting Smoking Cessation: Who Will 


Quit With and Without the Nicotine Patch. 


First 


author, Susan L. Kenford, and then there are several 


• ; r , • 1 •. » 

others including Second author, Michael Fiore 


That's in JAMA, volume 271, pages 259 to 294, and the 


year is 1994. 


10 


Q. 


• . • , • 

. * . • • 

When did you read that article? 


li 


12 


A. 


read that shortly before 


prepared my 


report 


which was 


13 


Q. 


think jit's October 


14 


A. 


• • 

prepared it -- I read it the week before 


I 5 


October the 13th, -so in October of 


97 . 


16 


17 


Q. 


t P 

And when, did you read the Orleans, Slade 


I 


book on nicotine addiction? 


18 


A. 


Let 


• s* m 

see, I think that's about a 1994 


19 


publication, maybe : a '93 publication, but 


would 


20 


• ... 

have read it approximately 1993 to 


94 . 


21 


22 


23 


24 


Q. 


Now, the’ Fiore article, how did you come to 


find that article? 


A. 


looked; at the curriculum vitae of 


’ 1 * 

Dr. Fiore, which was provided in this case 


and 


Ul 


<S> 

<s> 

U7 

<S> 


25 


• • * • 

looked to identify'any articles that he had written 


* 


i 
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1 


that had to do with smoking cessation and then I went 


2 


to the library and obtained it. 


3 


Q. 


• « • 

So you read Dr. Fiore's article on 


4 


5 


r . • • . 

predicting smoking 1 cessation in preparation for your 


report in this litigation? 




S • * 

* 

* 


6 


7 


8 


A. 


Correct.' I wanted to see what his opinion 


; 

i 

* 

* 


was and what articles he had written. 


J 


Q. 


• • • . • # 

Have you; written any.articles on smoking 


9 


cessation? 


I 

i 

.i 


10 


11 


12 


13 


A. 

Yes. 4 

1 

i * - ■ 

? • 

Q. 

j 

Which onjes? 

1. 

A. 

.. i 

♦ 

* 

One article 


is entitled 11 Epidemiology and 


i ■ 

i 


Axis I Comorbidity of Antisocial Personality" 


14 


15 


16 


disorder. It's listed in my,CV as article 231 


t 


MR. MAISTROS: 


We'll mark this as 


? 




. I 1 M * * . * ‘ * 

Exhibit 4. Ypu know what? Is there any 


17 


18 


objection to marking these? 


i 


THE WITNESS: 


No. 


19 


20 


MR. MAISTROS 


We'll give you the -- 


1 

i 


i . 

I'll try to identify them as we go along, if 


21 


_ 

we can return the originals to the witness 


22 


23 


and just keep:copies. Four 



1 be one of 


« 

those . 


T . 

1 


24 


25 


~w ~ - % . . 

THE WITNESS; That's fine 


.* 

=i 
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1 


(A certain document was marked 


2 


Exhibit Number 4 for 


3 


4 


Q. 


i 

3 


1 

1 

* 

. i 

2 



ication by the Reporter.) 


(By Mr. iMaistros) Now Exhibit 4, 


5 


6 


3 * ' - 

Epidemiology and Axis 1 Comorbidity of Antisocial 


r: 


Personality, this is on smoking cessation? 


7 


8 


A. 


• 1 - ' • * • • ■ - . _ .. *. 

There’s a section that deals with smoking. 


It 1 s the last two 



in substance abuse 


9 


Q. 


• . . • ’ . . . 

When did: you author this article? 


10 


ll 


12 


13 


A. 


I wrote it in *96 and it was published in 


r • 

i 

4 


I 


97, earlier this year. Actually, I think I wrote it 


in ’95. 


Yes, I did. 


a 


•. %* * 


Q 


! 


Is this the 





article you've written or 


14 


15 


16 


the only article you've written that touches upon 


smoking cessation? 


i 


a 


3 ... V . 


A. 


Well, there's another section on cigarette 


17 




smoking in a book about temperament and character 


18 


19 


inventory that I've authored that gives similar kinds 


i 

1 




of association findings. Basically, this is -- the 


20 


21 


two have similar content 




Although, one is a review 


i 

t 


of other literature/ work done by others. 


* a 


22 


Q. 


Where is that on your CV? 


I 


a 


that 222 by 


23 


any chance or 223? 




24 


25 


A. 


It's ac 





a book 


I'll be darned. 


I 


forgot to list a book I wrote 


The title of the 


4 


51770 0592 










46 


book -- 


? . - 

apologize. Actually, 


had never noticed 


that 


_* , •" J 

had forgotten to list one of my books. 


The 


1 


• • s a a • 

title is the "Temperament and Character Inventory: 


A 


. 


Guide to Its Development and Use." 


First author is 


C.R. Cloninger. 


Second author is T, Przybeck 


t 


P-R-Z-Y-B-E-C-K. 


The other author is D.M. Svrakic 


S-V-R-A-K-I-C, and fourth and last author is 


R. Wetzel W-E-T-Z-lE-L. 


That book is a manual for the 


personality test, Ithe TCI, that 


developed and it's • 


10 


published by Washington University in 1994. 


11 


Q. 


. f • * • 

Is that Ja personality test? 


12 


A. 


Yes . 


13 


Q. 


And how long is that book? 


14 


15 


16 


A. 


It's 185> pages . 


The section on cigarette 


1 


• « • . 

smoking is only about -- 


think about four pages 


1 


something like that, four cr five pages 


17 


Q. 


• ___ • 

Do those! four or five pages focus upon 


18 


cigarette smoking in terms of personality traits? 


19 


A. 


Yes . 


• • • m 

The whole issue is the association 


20 


between personality and smoking, not about smoking 


21 


cessation directly except having to do with 


22 


— a 

differences between people who can be described as 


23 


dependent or not. 


24 


Q. 


Okay. 


Has any of your writings -- have any 


25 


of your writings focused upon the issue of smoking or 
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nicotine dependence 


t e rtn s 


nicotine? 


No. 


Have - - 


I 


ve done some genetic work on nicotine 


receptors 


connection with some 




graduate 


student 


. 


but nothing .that 


-- 4 

think is really relevant 


nicotine as 




pharmacological agent. 


V* «¥■ 


Now, when did you first 


work on nicotine 




i :• 


receptors with yout 


students? 




•**Vv . .. 


Oh, let's see, about 1990. 




What waslthe goal or purpose 


that work? 




I . S 1 i • . f - ■ 

This wasidissertation on molecular genetics 


nicotine receptors and their evolution from 


s . 


primates 


humans i 


1 . % • 




Q. 

Was any 

Qf 

% 

\ 

that 

A. 

Yes . 

• 

1 

f 

• 

1 • 

'*4 

• 

• • » 

■t ' . 

; . • 

4 

L 

± . 

% 

• • • • 

• *• 

• 

• — % 

• 

• • • r 

Q. 

Where? 

i 

1 

• 

♦ • 
l 

■ r 
• 

* * . A 

• • • 

*“ 

~7.<~ - 

• * • 

• . • » 

A. 

♦ 

i 

• 

* 

• 

The first 

• • • _ • 

author 


work published? 


- I 


t. ‘ 


the principle author, is 


Betty Lobos L-0-B-0-S 


may have been 


co-author 


c 

with her on some things 


don 


I 


-- I don 


I 


think 


was actually but. 


.1 


that 


CV? 


Well, 




the 


is 


publication, it would 


in 


CV, but I don 1 t believe 


was 


co-author 


with her. 


That would 


been published independently 


* - 


- A 


hit 


m oni iitini 1 
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4 8 


by her. 


Q. 


Is she si graduate student? 


A. 


* 

Yes, at ithe time. 


It is a purely basic 


science study not ia clinical study. 


Q. 


What's the difference between a science 


1 


study and a clinical study? 


A. 


a 


In other words, it had to do only with 


molecular genetics 5 and molecular biology and not with 


10 


11 


human behavior 


1 • - 

* - 


Q. 


Now, if we can go back to your practice, 


J ’ 

1 

A 




we'll call it a practice 


guess we better figure 


12 


13 


i ill.. • ( • • • 

out what percentage is actually a practice versus 


r. 


teaching versus whatever. 


Can you tell me what you 


14 


^ • m 

do on a typical day in St 


Louis? 


15 


A. 


5 I’ * 

That would vary so much that it would be 


16 


17 


18 


19 


20 


easier to tell you percentages overall in the year 


J 


Q. 


Why don't you do that? 


i 


A. 


• • • 

Approximately 20 percent of my time is in 


I 


outpatient care or is in patient care and that 


includes both 


t 


and outpatients. 


And that 


21 


probably is an adequate answer. 


22 


23 


Q. 


*1 •• • T . ^. * . - • 

And typically what us lay people think is 


k 


doctor-patient stuff? 


24 


A. 


Yes . 


25 


Q. 


Diagnosie, treatment, run around the 


J 
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1 


hospital? 


4 . 


2 


3 


4 


5 


6 


7 


A. 

Right. 

4 f- . - * • 

- / i - • - - — 

T 


Q. 

# ® 2 • m 

Okay. That's 20 

* •• 

£ 

percent. 

A. 

T • 

4 * •• 

J - 

Oh, youjwant my 

3 

I 

. -J 

full 

pare 

Q. 

4 

t 

I'm not looking 

i 

• 

• 

for 

your 

A. 

« 

i 

Another — 

• 

• * - . ' 

v i 

- 

Q. 

*_ • • . _ _ _ 

I'm not looking 

for 

0 

your 


entage of times? 


leisure 


8 


9 


10 


activities. This ;is just what you do -- 


* 

i 

1 


A. 


I understand. 20 percent in patient care 


J . 


about 15 percent in teaching involving patient care 


ll 


12 


13 


supervising other doctors and training in their 




\ 


patient care; and another 10 percent in lecturing and 




teaching; another s 55 percent would be in direct 


14 


research. 


! 


• * 


15 


i 


Q. 


And for how many years has that been the 


16 


17 


general breakdown? 


* 


r # 


i 

f ^ 


n 

i 


A. 


Probably! 10 years 


18 


Q. 


And how much of your 20 percent time that 


19 


you spend in 



• ™ 

care is related to substance 


20 


abuse ? 


:r i. 


21 


A. 


I don't directly -- I don’t — I don't 


♦ 


22 


subdivide my patient activities into that concern 


23 


24 


% 


with substance abube or not but -- 


* 

t 


Q. 


Maybe abjase 


2 5 


A. 


But percentage of patients 


j 

3 


1 

s 

4 


5 
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Q. 


Is abuse the wrong term? 


How about 


• * 

substance dependent? 


A. 


• — . ■ — 

Well, the percentage of my patients that do 


have substance abiise or dependence as a diagnosis 

* 5 ** 7 - * • 

. - V. •• a • « - 

%* • • • " 0 9 m 

• * • • 

would be probably i-.r let's see, I'm trying to think 


of a good basis for giving you an estimate. 


That 


probably about a third of my patients would have some 


* - • 


form of substance abuse. 


Q. 


What are; the rest? 


Just depression, mental 


10 


disorders ? 


11 


A. 


Yes . 


And most of those with substance 


12 


abuse would also have other mental problems. 


13 


Q. 


• ' • • ••• * | 

And how imany of those one-third substance 


14 


abuse patients have you diagnosed as being nicotine 


15 


dependent? 


16 


A. 


Small percentage 


can't give you an 


17 


exact number. 


abtually don 1 t think that the 


I • . 


18 


diagnosis of nicotine dependence has a lot of 


19 


validity or use or applicability in practice. 


20 


generally find it adequate to simply focus in on the 


21 


pattern of behavior of the patient, and 


don 


find 


22 


S " * 

that label particularly helpful. 


23 


Q. 


And why is that? 


24 


A. 


2 - • ‘ • 

It just d oes n't have much validity to 


25 


* - 1 ‘ _ 

support it in terms of the research that's been done 


l 
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1 


It's trying to force -- the whole approach in DSM has 


2 


3 


• J ' 


been to try to force all patterns of use of any 


It 


. . » . - . • -- - - * - • m 

substance into a common framework of dependence. 


4 


5 


6 


7 


8 


9 


10 


11 


12 


1 - . 
f 


Thej dependence concept actually 


1 


derives from alcoholism research and it's only 


* 


_ 

subsequently beenirelated to other drugs and fitting 


1 


.T 


cigarette use into that model of substance dependence 

•j • - 

• • . 

• • • • • • • 

as was developed on the basis of other drugs, like 


■ 

i 

alcohol and heroin: and cocaine, is really trying to 


i 


H 


% 

fit a square peg 



o a 




round hole. 


Q. 


Now, are, you fam 





ar with a general school 


1 


of thought out the!re that in terms of drugs of 


13 


14 


15 


dependence, such as heroin, cocaine, some people 

... 1 - ■' •: • •• ‘ r '!• 

# • _ • 2 * *. # 

1 , • 

4 • ; 

believe the pharmacological effect is more important 

»•••*• • 

t . v" •=■ r 

than personality ajnd vice versa? 


16 


A. 


Well, yoiu would have to be a little more 


17 


18 


19 


20 


specific about what you're saying because 


Q. 


• * . **v »•»•***** 

Okay. Let me break it down then. Are you 


5 * 


familiar with a school of thought that one should 

* r . . 


1 


look to, first and! foremost, personality 


21 


« - 4 . 

characteristics of a drug-dependent person as opposed 


22 


1 


to the actual pharmacological effects of the drug in 


23 


* al — • 

diagnosing such a person? 


24 


A. 


Well, you 1 re putting it in a way that 


4 . . K 


25 


doesn't really souhd very familiar to me. 


1 

C 


i 


i - 


51770 0598 












10 
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12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


52 


Q. 


Let's take alcohol 


You've done some work 


in alcohol; haven't you? 


A. 


Yes . 


Q. 


*• 


How would you characterize your general -- 


. 1 

if you had to sum jup your 'general belief as to why 

fc r • / ’ 

# 

i - 

i * 

certain people become alcoholics, why don't you tell 


me what it would be? 


t • 


A. 


Well, that 


a very active and complicated 


and controversial research area right now. 


Q. 


Just your, belief. 


A. 


Actually, that statement still would bear 


A • • • 

on my understanding of it, ■ where 


m actively engaged 


in a number of research projects in which the 


i 


fundamental question even with alcohol, which is 


probably the best characterized of all drugs of abuse 


and dependence, they're active questions about how to 


- . 4 

x 


define dependence, who's dependent, and then there 


\ 


are active questions about.the etiology and the 


relative contributions of genetic factors. 


That's fairly settled that it's highly 


• • ® * • 

heritable but what;is the nature of the genetic 


predisposition? 


Is it for individual differences in 


A • | 

response to alcohol metabolically? 


Is it individual 


differences in personality traits? 


Is it individual 


- t 


t 


differences in brain responses to a variety of other 




Mima m* «r« tm « ■ «i p » 
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*» 

kinds of emotional stimuli? 


These are very active 


* 


areas of investigation. 


11 try to answer your 


*4 

question, though, shut 


want you to understand that 


these are not settled issues. 


Q. 


m just looking for your view. 


A. 


My view is that alcohol use, abuse, and 


m ~ • — 




•• 

dependence is a c 


ex interply of genetic 


? 

< 

i 


predisposition to certain personality traits that 


• i • _ — 

influence the initiation and continuation and 


•• # 


10 


stopping of alcohol abuse, and that there are other 


11 


non-personality related genetic and biological 


12 


factors that interact with those to create 


13 


differences between people and their susceptibility 


14 


to alcoholism. 


15 


Q. 


Do you give any ^weight to the 


16 


pharmacological effects alcohol has on the human 


17 


system? 


18 


A. 


• • p • • • 

Yes, theire are replicated differences in 


19 


• •• • *• • •• 

• 4 * 

the way people respond to alcohol initially in terms 


20 


*• _ •• • t 

of the degree to which they become intoxicated by it, 


21 


J — “ . - * 

- ** 

that are predictive of their susceptibility to 


22 


• * / 

alcoholism. There:are differences between ethnic 


23 


_ a « a * * * 

groups in the way they metabolize alcohol, such as 


24 


whether you flush or not-, that are predictive of 


25 


« " _ 

whether you're likely to become alcoholic. 


But the 


r 
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relative importance of those differences in the 


pharmacological response to alcohol is actually 


1 : 


fairly -- has a fairly limited influence on 


• • w a 

susceptibility to {alcoholism in Caucasians. 


Q. 


Is there; a division of areas that you could 


6 • • • • • • 

list for me that play a role in whether or not 


_ • 

somebody could become alcohol dependent, such as 


genetics, persona 


, pharmacological effects of 


alcohol? 


• • • • 

Is there a category of areas that play a 


10 


ll 


role in that? 


Forget the controversy. 


Are there 




agreed upon categories or specific items that you 


12 


could take into consideration in determining whether 


13 


or not somebody wojutld become alcohol dependent? 


14 


A. 


Well, the heritability of alcoholism -- of 


15 


susceptibility to Alcoholism is estimated to be 


16 


17 


18 


approximately 65 pfercent and, you know, so 65 percent 

£ S* 


~t # * 


is considered to bp genetic and about a third to be 




non-genetic or environmental. 


19 


Q. 


What is that? 


T -iv. 


Does that encompass 


20 


personality? 


21 


A . 


That wou 


1 -- » -- - • 

Id --the genetic factor is -- 


22 


23 


Q. 


No, environmental? 


A. 


• m m m 9 m • 

Well, genetic factors -- personality is 


24 


also heritable and some of the environmental 


25 


T - . . 

variability and susceptibility to alcoholism would be 
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genetic and some would be environmental. 


Q. 


M 

What are; some environmental examples? 


A. 


Some environmental examples would be just 




the availability Of alcohol, the frequency of its use 


for recreation, cultural attitudes toward our 

* * -v 


community, attitudes towards the appropriateness of 


spending time in bars. 


Q. 


Is there any component that goes into the 


equating in addition to genetics and environmental 


10 


factors, such as the biological effects or reactions 


11 


« . 

of alcohol with the human system? 


12 


A. 


Well, again, biology can 


really be 


13 


separated from genes and environment and so part of 


14 


15 


• "T 

the genetic predisposition would be to influence 




differences between people and specific genes that 


16 


4 # 

code for neurotransmitters and receptors that can be 


17 


influenced by alcohol and yet there can also be 


18 


environmental influences that would change the way 


19 


20 


the brain is organized or its sensitivity to alcohol 


. 


i 


just like repeated; exposure or use of other 


21 


substances could influence the responses to alcohol 


22 


Q. 


T .r. i * 


Are there alcohol receptors in the brain? 


23 


24 


A. 


No specific alcohol receptors 


Q. 


4 

Are ther£ nicotinic receptors in the brain? 


25 


A. 


Yes . 


There are receptors in the brain that 
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14 


15 


16 


17 


18 


19 


20 


21 


22 


56 


alcohol does influence, but there are no receptors 

i .. ’ ’ • • 

i . . . * .* ■ • 

f : f 

that are specific for alcohol. 


Q. 


• W * m * • • 

How long has the scientific community known 


that there is nicotinic receptors in the brain? 


A. 


Nicotinic receptors have been described for 


i 


a long time. 


don't know actually the date of when 


• ; « 

they were first characterized pharmacologically, but 


i . 


it would be throughout 'most of the century. 


Early in the century people were able 

’ * * * * ** # 

• • * • - • . 

• * . i * • 

# • « • * 

• • rm • • • 

i 1 ■ *. 

to demonstrate in animals and in human material 


4 


binding to nicotine. 


: > 


1 * r t 


Q. 


I • • # • • * # * 

Do you know how many nicotinic receptors 


4 * 

there are in the brain? 


Varieties? 


A. 


don 


know what the latest count is in 


1 

i 


terms, but there apre there are multiple types. 


Q. 


Do you kpow what research Reynolds has done 


with respect to nii 


nic receptors in the brain? 


A. 


No, I 


doh 1 1. 


Q. 


Do you know how many people Reynolds 


▼ . 

• • • * 

employed looking at the different types of nicotinic 


receptors there were in the brain? 


A. 


No . 


. 1 ~ 


4 ‘ 


23 


Q. 


Do you 


■ * ** % * # 

ow how much money Reynolds spent 


24 


looking at nicotinic receptors in the brain? 


25 


A. 


No. 
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1 


Q. 


1 * • 

Do you know when Reynolds first discovered 


-1 


2 


“1 • S . 

how many different; types of nicotinic receptors there 


3 


were in the brain? 


4 


A. 


No . 


5 


Q. 


Do you 



what a nicotine analog is? 


6 


7 


8 


9 


10 


li 


12 


A. 


Q. 


A. 


Yes . 


i 

l 

t 

1 


* 

i 


What's a nicotine analog? 


It's a 



cal that has a shape or 


4 

1 


properties that allow it to bind to nicotinic 


• 4 * 


■ 


receptors . 


Q. 


1 

V 


* 

i 


What is the purpose of a nicotine analog? 


; \ 


A. 


To have variety of purposes, I mean an 


13 


14 


analog is some 



that will stimulate the same 


^ • 
r 


receptors so that you get a similar pharmacological 


15 


effect. It could have a wide variety of 


16 


17 


18 


19 


20 


21 


applications. 




1 . 


Q. 


Do you kpow how much money Reynolds 


pent 




looking at nicotine analogs? 


. i 


A. 


No . 


i 


J 

I 


Q. 


Do you know why Reynolds was looking at 


• I 
t 


t * 


nicotine analogs? 




22 


23 


24 


25 


A. 


No . 


1 . 


Q. 


I . . : - : 

Do you know what research Reynolds did with 


* • ■ 

respect to nicotina analogs? 


A. 


No. 


- * 
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MR. NIMS: Is this a good place for a 


John break? 


MR. MAISTROS: 


That's fine . 


H 


(Whereupon a short break was 


3 


taken.) 


Q. 


• “ i . r - 

(By Mr. Mai-stros) Now, paraphrasing, I 


• • • 

don't know exactly how you said it something to the 




effect that you do^i' t find the nicotine dependence 

1 . 

i -• ... - . 

diagnosis to be very useful, something along those 


lines? 


J 

*» 

. 2 
.» 


i 


A. 


Q. 


I ' ' • 

(Nodded head up and down.) 

4 ■ 1 n ' 

* # * _ 

Do you have similar problems with any of 


the other diagnoses in the DSM's for other drugs? 




A. 


The criteria woi“k fairly well for most 


other drugs. There are issues with many other 

1 

I. • i t • • ^ • . • 

diagnoses throughout DSM. as to their validity. 


Q. 


r ^ 

What is your main difficulty with the use 


* 


I • • • i 

of criteria for nidotine dependence? 


A. 


Well, the criteria actually don't fit very 


• # f» * r 

well the behavior $r characteristic of smokers, and 


• m ® s • • — s . ▼ - - - • 

that actually is explicitly acknowledged in the 


efforts of the DSM1 committee to try to force all 




« • 

drugs or all substances into one schema. And it 

'*• 1 ■ 

i • - - 

explicitly refers to the fact that, for example. 




- * 


nicotine use does hot lead to occupational and social 


« 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


5 9 


impairment and yet in order to qualify for a 

1 ! - - 

: 1 * ’ 

• ' 2 - • - * * 

diagnosis of dependence, the person has to first show 

4 - • - - ^ 

% • ; - : 

the significant deigree of clinical impairment and 


there's a fundamental issue as to whether or not 




people with cigarette:smoking are mentally ill. 

• • f *■ '? ; 

• _ • ® • 

• • l i • - - 

• . • • • 

3 - - - • • • • ’ 

Remember if you say that someone has nicotine 

i •. • • .*] 

. 4 -- • ' . - 

i 

dependence, according to DSM, you're saying that they 


— 


i 

have a major menta;l illness. 


Q. 


It doesn 


1 1 


have to be major; does it? 


It 


just has to be a mental disorder? 


i 


A. 


• • 

No, it.really is considered a 


mental 


illness because it says that the diagnostic criteria 


I 


are that you have significant impairment in clinical 


function and if that means that it should make a -- 


♦ 

it should disturb your psychosocial functioning, and 


• I ' t 

feel that and most people actually, 


think, agree 


with that. That simply is not a characteristic of 


most cigarette smokers 


do not consider most 


' 1 


people who are daily cigarette smokers to be mentally 


20 


ill or at least thkt behavior is not a mental 


21 


illness. 


^ - 

% 


22 


i 


Q. 


Most people agree with what? 


23 


A. 


That most people who smoke cigarettes daily 




24 


do not conform to yhat we think of as a mental 


25 


J - -. ..... r • 

illness, a significant mental illness 


There is no 


hllpi'/leqacv. Iibrarv.ucsf.edu/lidplr07a00/pdt 
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1 


impairment of their cognitive function, there's no 


2 


impairment of thej,r ability to work or be productive, 


3 


there's no impairment of their ability to enjoy 


4 


themse1ve s. 


It 



doesn't fit the basic notion 


5 


6 


• • , *4 . % 

of a mental or cognitive impairment. 


•» fc 


i j 


Q. 


Have you reviewed any studies that have 


7 


8 


9 


analyzed the lost productivity as a result of workers 


j : 


smoking? 


I 

4 

* 


I 


t - * 


A. 


» • • • 

The fact : that someone takes coffee breaks 


10 


11 


12 


\ 


or cigarette breaks - - 


U\ 


Q. 


The que 



i 


on is have you reviewed any such 


studies? I'm not looking for your opinion. I know 


13 


your opinion. I've read the five depositions. Have 


14 


you reviewed any studies that have looked at the 


15 


16 


. i • 

issue of lost productivity as a result of smoking? 


j - , 


MR. NIMS;: Do you mean as a result of 


17 


smoking itself or as a result of medical 


18 


conditions? 


19 


MR. MAIStTROSs He's testified that 


20 


? 

a * 


there's no loss of work or productivity as a 


21 


22 


• — — . ■ 
rf . - - 

result of smoking, so I'm trying to figure 


-7 


out the factual basis for that opinion 


23 


testimony. 


24 


Q. 


(By Mr., Maistros) Have you ever looked at 


25 


® m ^ ® — 

any studies that have analyzed lost productivity as a 
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i 


1 


2 


"X 

result of smoking? 


t •- 


A. 


Well, I have reviewed some publications 


3 


. * 


that look at loss ;Of t 



and time away from work in 


4 


» — 

relation to cigarette smoking. Both for several 


5 


6 


reasons, just as an employer of people myself. And I 


.1 


• 


can't give you a specific reference at this moment, 


7 


8 




but I have looked{at such publications 


‘r 


Q. 


Have you done any research on your own to 


9 


determine if there is loss of productivity arising 


10 


out of a person's decision to smoke? 


ll 


A. 


It's a complex question that I actually 


12 


have considered personally as an employer. And the 


13 


issues that I came back with when I was considering 


14 


our university and hospital policies about allowing 


15 


cigarette breaks was that people find that when they 


16 


smoke, they think more clearly. 


17 


18 


19 


Some people report that, and yet so 


i 

J 


. * * 


that they may actually be more efficient when they 


.1 


are working as a result of their smoking, but then at 


20 


the same time, they may take breaks that then take 


21 


22 


-A w 

them away from their work. So the principle issue; 


r t 


that is, the relative balance between are they 


23 


24 


25 


. 4 

putting in the hours that a non-smoker puts in and 




what is their efficiency during the hours that they 


-7 


do put in. We have in balance I believe that people 

\ - - 4 •- 
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who choose 


smo 


mo 


• —• 


efficient as 


result 


‘ i 


that and as long as they 


I 


willing 


put 


the 


same number 


h o ur s 


work effort, that there 


- I 


really 


no loss 


ivity. 


Now, my ^question is, what 


sea 


have you 


done 


look 


issue 


loss 


i 


productivity 


arising out 


the act 


smoking? Have you done any 


c. 


such 


search? 


J. 


m 


«• • 


MR. MURPHY J 


i Y* 


going 


V 

object 


think that 


I 


the question 


was trying 


V./ 


- t 


answer, so 


i 


been asked and answered. 


MR. MAISTROS; 


Hasn 


I 


been answered but 


that 


I 


the question 


k • 


was asked. 


MR. MURPHY: 


think 


was answering 


• » • • • 

• • • •, • • # • i 

that answer, iYou may not like the answer, 


i 


but that 


•• a 

the answer that 


gave 


•f 


i. 


MR. MAISfROS: 


would like an answer 


* 

. i 


the question. 


* 


•• * •- . “ % * * ‘ * • 

Mr. Maistros) Have you done any 


research in terms 


lost productivity 


lat ing 


smoking? 


reviewed the literature, 


interviewed 


number 


employees that 


had, 


' ve talked 


other 




" -? 


people who are employer 


workers, and on the basis 


=* . * - 
I- • 


that, 


came 


the conclusion that this was not 


: i 


iftn *.' 1 anopv/ liKrarw itocf oni ii'li 


51770 0609 









I 


6 


1 


^ « 

simple black and White issue where you could simply 


2 


3 


* 

say that any given -- a group of smokers as a group 


■3 


. 4 . .... 

were more or less productive as a result of their 


4 


smoking. It really does depends on what are the -- 


5 


what are the policies for assuring that people put in 


6 




the same number of; hours of work time once you allow 


7 


8 


9 


10 


11 


12 


13 


for breaks. 


* 

• • 
•» 

\ 

•• 

» 

a 


J * 


Q. 

Is your 

* -+ % r • •••-. 

I**.* 1 

4 * 

^ . . t 

A. 

And - - 

• . * 

• •« 

% . t • • 

2 

I . • . • 1 * A’ 

♦ 

• « 

» •.* . * . 

Q. 

Is your 

• •• • 7 

i • . • 

research 

A • r • 


• t 


you just mentioned on your 


CV somewhere? 


f 

\ 


* 

c 


i • 


A. 


I * V % 

This is What I did as -- one of the things 


i 

5 


I considered when jl was chairman of the department or 


14 


15 


Head of the Department of Psychiatry, which is on my 


.-3 


H 


cv. 


I will also consider this as a -- 


16 


Q. 


• • , # 

I know your title is on your CV, is your 


17 


• . •• - >••••• - • • • 

research relating to work performance and smoking on 


18 


19 


your CV? 


% 

j 

m 

I 

'J 

) 


t ; -v • ■ • | 


A. 


It was ah administrative issue that came 


up 


20 


in connection with]my other activities as an 


21 


22 


employer. 


Q. 


* 

4 

i 


l 

n 

*4 


4 

iS 


Is it on your CV? 


4 


23 


24 


A . 


Q. 


Yes, siri, 


f- 


Where oriwhat article? 


25 


A. 


i 


Oh, it's not a research publication if 


1 


»- 
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that's what you mean. 


It's something that arose, as 


I said a couple t>£ times before, it's something that 

- - - _ * * 

• x 

arose out of my working functioning as an 

0 • • * • • • 

\ 

•• • 

4 ■ 

administrator and ^as an employer. 


Q. 


What cigarette breaks does your employer 


allow at the hospi 


. 


A. 


Well, at' this t 


we've actually we've 


banned smoking in the hospital and people take -- can 


* • * 

take breaks on an hourly basis. 


don't know that 


10 


11 


the policy is written in hard form. 


don 


believe 


1 


it actually is written out explicitly, but the 


12 


understanding is that people are to work a specified 


13 


number of hours allowing only for a couple -- two, a 


14 


morning break and en afternoon break and a time at 


15 


■ 

lunch, and then if there's any additional break time, 


16 


17 


that has to be compensated for by longer duration of 


hours spent on the job. 


18 


Q 


What is not hard and fast, the break policy 


19 


.• - 

or the no smoking policy? 


20 


21 


A 


The no spoking policy is a hard and fast 


4 


rule . 


The way to implement breaks is discretionary 


22 


between the employer and the employee. 


You have to 


23 


• i * * • 

satisfy your boss that you're doing your job. 


24 


Q. 


And would it be your opinion that the 


25 


- 

hospital should allow more breaks for smokers because 
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14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


65 


- * _ « ; '• 

they increase their performance? 


A. 


• 

think it's an individual issue. 


Q. 


Would you be in favor of allowing more 


smoking breaks because of your belief that 


performance is enhanced? 


i 


A. 


• V a 

believe it's an individual issue that has 


to be negotiated between the employer and employee 


Q. 


•» • • a 

But where would you lie on the issue? 


A. 


My position is that 


would have to 


—. a • * • • 

evaluate it on the basis of my judgment about that 


individual, that 


would not have a fixed rule for 


all individuals. 


Q. 


Now, have you done any actual research, not 


5 


S 


thinking about 


it in 


your administrative role, actual 


research where you-’ve studied humans to determine if 


• * ^ » • 

there's increase in performance related to smoking? 


MR. MURPjHY j Objection 


MR. NIMS-: Objection. 


.T * I. 


Q. 




(By Mr. Maistros) Where do you base your 


knowledge that there's increase in performance 


related to smoking? 


A. 


There's a body of literature that documents 


V - ■ - 

the cognition enhancement effects of cigarette 


24 


25 


f ■ - • ' * * 

smoking or use of nicotine indicating that patients 

. - . . . . # • VP 

: ? ‘ ’ A * • 

- J 

• * mm 

or individuals who do that actually think more, have 




• r* W’JI 11 ■ J is !■ u ■ 
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the experience 


more clearly, and on 


objective performance tests 


selective attention, 


sustained attention, they 


better able 


attend 


-1 


and discriminate Sensory six stimuli. 


They're :simil 


body or similarly 


lated 


to the use 


cocaine? 


r- 




Actua 



not familiar with that in 


connection with cocaine 


Cocaine generally has an 


1 


intoxicating effect that 1 s not present 


nicotine 


You've never interviewed or read any 


- 




0 9 • ' • * * * * ® 

interviewed any patients Or read any literature 


t 


whereby the opinion has 


expressed that people 


* 

* • * ■ * « • 

believe they have enhanced performance abilities when 


fc - 


* ^ 


they use cocaine? 


. >' 1 


1 


. 4 


»a • 


Low doseis often there 


I 


7 


subjective 


euphoria and people find themselves stimulated and 


that can sometimes 


described as 


cognitive 


• n 


enhancement effect', but there 


I 


an 


nicotine 


that 


i 


beyond that 


a 

euphoria and 


sense 


stimulation. 


* * % «* - * - 

Now, you* use the word "nicotine" as opposed 


to smoking. 


Whe 


■i 


did you learn that 


was the 


nicotine that resulted in this cognitive enhancement 


opposed 


just; 


2 - - 


Experiments have been done both with 


-I 


• r 


* * 


f 
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1 


cigarette smoking land with nicotine. Many people 


2 


• - - . • / 

believe that nicotine is a major element in the 


3 


? . i . . . i 

cognitive enhancement effect of cigarette smoking. 


I 


4 


• 4 ~ 

0 m f — 

would not conclude 5 that it's the only one, but you 


5 


can 



0 


I .* ... — ^ ... 

imilar cognitive enhancement effects with 


I" •* 


6 


nicotine alone. 


* 

-i 


- - 


7 


Q. 


Do you 


know 

1 




what cotinine is? 


8 


A. 


Yes . 


I 

f 

« 


9 


Q. 


What's cotinine? 


10 


A. 


t 1 

It's one| of the principle metabolites of 


ll 


12 


13 


14 


nicotine that's fohnd circulating in the blood. 


J 

i 

t 


It ' s 




used as an alternative measure of what nicotine 




level 




are . 


i 


* - 


Q. 


■ • ^ * ■ ; 4 

Do you know when Reynolds first began 


15 


research relating to cognitive enhancement related to 


16 


the use of nicotine? 


17 


A. 


No. 


■A i 
* : 


18 


19 


20 


Q. 


• • • 

Do you know how much money they spent doing 


• • 


that research? 


i 

J 


• • 


A. 


No . 


21 


22 


Q. 


r 

t 

S • 


Do you know how many different research 


X 

I 


projects they had related to that issue? 


23 


24 


25 


A. 


NO . 


1 

i 


\ *\ 


Q. 


Do you k|iow how many scientists they hired 


• J 


that did nothing but look at that issue? 


•4 

-. i 


*> 

t 

1 
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l 


A. 


No . 


2 


Q. 


. • 

Now, when you say cognitive enhancement 


3 


what does that phrase mean? 


4 


A. 


Specifically, it refers to the fact that 


5 


patients -- that individuals are able to pay 


6 


* 


attention and to discriminate targeted and untargeted 


7 


8 


stimuli and more clearly so that they feel more 


i 


alert, they feel that they think more clearly, and 


9 


they may be able to process and retain more 


10 


c* ; • 

information in a shorter period of time. In other 


11 


12 


. i 


words, they're thiinking better and clearer. 


* 


Q. 


.A 

Now, are these tests that you read were 


13 


they smokers or were they people ingesting nicotine 


14 


gum or both? 


4 

i 

•1 

■ 

If 

3 


15 


16 


A. 


Both . 


■i 

j 

* 

1 

«£ 


Q. 


What smoking studies did you read or review 


17 


1 ' • • - . ‘ . • • 

that led you to believe that there was cognitive 


18 


19 


■ ^ « 

enhancement related to smoking? 


: i 


5 * 


A. 


I can't refer you to a specific article. 


20 


21 


• • 

but there are many]such in the literature and that 


•i 


material is reviewed, for 



in the book that I 


22 


cited earlier, Orleans and rSlade. 


23 


24 


25 


Q. 


Nicotine* Addiction? 


1 . 


t - 


A. 


Yes . 


* 

1 


Q. 


Are Orleins and Slade recognized 


<s> 

Ch 


r 


s 







f 


1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


httgj'jleqac^ibrar^jcs^di^ 




authorities on nicotine? 


A. 


— m m - - — 

They're certainly published experts in the 


field. I wouldn't; say that everything that they say 


. ) 


or have asserted as authoritative, but they 


I 


active 


in the field and recognized. 


Q. 


You 1 ve 


J 



11ed on that publication 


arrive 


b 


at some of your conclusions? 


r 


A. 


Actually, 1 1 m not sure exactly how you 


v 1 » * 


would use the word "relied." 


took that as 


representative summary 


views that actually is 


somewhat parent he tjical to my own conclusions, and so 


? 


' 3 


k * • 

I studied that as Ian ex 



actually 


book that 


a 


. i 


tried to make the ca 


that cigarette smoking 


an 


4 % 


• » 


addiction, a conclusion that 


don 


I 


really agree 


with. 


So I don 


I 


£ely on it. 


actually just took 


it as -- to see how 


who make that ascertain 


what do they base 




on and so 


don 


I 


- - I don 


I 


really rely on that 


the basis 


own 


conclusions. 


Q. 


Okay. 


YOu 


not beli 


cigarette smoking 


T * 


4 

is an addiction; correct? 


£ - 


A. 


Well, 


2 


* 

depends how you use the -- how you 


. W 

define the word "addiction." 


1 -« 




Q. 


How 


you define 


when you say you 


not beli 


ciga 


tte 


is an addiction? 
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don ' t ; - - 


1 


think is 


fact and not 


matter 


opinion ]is 


cigarette smoking does not 


lead 


cognitive 



rment or the ability 


think 


logically and reasonably. 


not believe that it 


leads 


consistent withdrawal syndrome. Most 


• 1 :.r - . 

people who smoke can stop without having withdrawal, 


1 


and 


they 


have any withdrawal, these are 


1 




generally mild anxiety and depressive symptoms and 


) 


that 


does not tfeally 


the kind 


i 


overwhelming interife 


with occupational and 


social function that 


characteristic 


the popular 


notion 


the way 


heroin addict or 


skid row 


alcoholic behaves 


i 




Okay. 




you believe alcohol is an 


addiction? 


-• a • 

believe alcohol can 


an addiction in 


• ^ 


the sense that 


ban lead 


abuse and dependence 


and more specifically, when it is used frequently, it 


does lead 


* • . - .... - . • 

cognitive impairment and physical 


withdrawal that 


5 

* 


life threatening. 


Okay. Now, you said that smoking 


not 


2 . 


like your skid row alcoholic. 


that 


scientific 


term you use in yo^r practice, 


skid row alcoholic? 


is 


term that is 


think used in both 


f ’ 


the scientific literature end the lay literature and 
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the reason 


used 


descriptor like that is that the 


J 


word "addict" evokes 


mental image in people 


someone who is out 


control and who has loss 


A 


control, and it has often been used 


evoke that 


particular image Which 


find pejorative. 


And 


so in order 


conimunicat e 


you why 


don 


I 


feel 


• ' • * # • 

nicotine is appropriately described as an addition, 


wanted 


use 


term that would evoke an image in you 


that has an emotional content and 


pejorative 


connotation because that is exactly what the word 


"addiction" is meant 




many people 


t 


usage . 


4 ; 


Well, you don't like the word "addiction" 


If 


in any context, though; 


you? 


That 


I 


correct• 


i 


hot 


■ • • • 

much the nicotine/tobacco 


s - 


issue 


lated 


addiction. Philosophically you just 


don 


I 


like the word "addiction." 


* f 


Well, 


i 


more than that 


The use 


that 


word in connection with cigarette smoking 


especially egregious. 


think, the best 


4 ' 


example 


the inappropriateness 


using the term. 


* 


m * ( * • ** * * * 9 

Well, you said alcohol can 


addictive. 


Would you say the Same thing with 


spect 


cigarette smoking? 


I 


m - - 


hltpy/leqacv-librarv.ucsf.e 
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t * 


: - ■ * 


Q 


* 

Forget 


I 

-i 


A 


I'm open to seeing, a case like that, but 


nicotine is not -- does not have the properties of 

. .1 . _ i * 

• _ __ • * 

"• ? : • • • 

. . * - - 

• • * 

leading to cognitive impairment in doses that people 


\ * 


i «... « , 

generally take so that that part of the quote 

, ; - - * ..... . 

1 • - * 

"i - . * 

"addiction syndrome" does not arise at all in 


customary use. 


. £ 

• • 

r 


Q. 


Would yoy believe that heroin could be 


i 


a - 


addictive? 




. •! 


1 


A. 


Yes, givien the qualifiers that there are 

• i 


problems with the concept of addiction in general 


Q. 


_ • • ■ • # 

Would you believe that cocaine can be 


addictive? 


1 • • « 


; / 


* 

-! 


4 " 






A. 


Yes . 


J k 




Q. 


If you had your choice between using the 


! 


: 


phrase "cocaine addictive" and "cocaine dependent," 


which would you use? 






• + 


A. 


• J . . * * * . • . - • 

I think the way you're asking the question 


no matter what answer I give you tends to give you a 






misleading understanding of what I believe. 


“ 4 


Q. 


Well, you're free to explain your answers 


You've done that. 


4 *« 

i 

3 


i , 




A 


Okay. 


1 


a- * • 


I 


m reluctant to say to take a 


•i 


forced choice between whether use of cocaine is best 


characterized as an addiction or not because the 


1 
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issue 


Q • 


Let me just make this shorter if 


can. 


m not so much interested in your belief as to the 


« 4 

definitional use of the word. 


m saying everything 


else being equal, jwoul.d you rather somebody use the 


• • • 

s r 

word "cocaine dependent" or 


cocaine addictive"? 


A 


s 

Dependent. 


Q 


And that ; would be true for heroin? 


A 


Yes . 


10 


li 


Q 


A. 


Morphine ? 


i 

•4 

1 


Yes . 


12 


Q. 


Alcohol;' correct? 


13 


A. 


Yes . 


14 


Q. 


Or tobacco? 


15 


A. 


Yes . 


16 


Q. 


It’s rea 


ts - 


a matter of and 


think it's in 


17 


your deposition sornewhe 



is the connotations related 


18 


to the use of the word "addictive" is what causes you 


19 


20 


problems no 


l 


i j i • • : :: 

so mubh the scientific meaning of the 


use of the word? 


21 


A. 


Connota 


1 * ; 


• ™ - • • — 

• s m * • 

and also the meaning that 


22 


people have loss of control, loss of voluntary 


23 


control . 


24 


Q. 


Okay. 


t * 

But in a patient setting it's much 


25 


easier is it not fpr you as a practitioner to tell a 
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patient he's nicotine I'm sorry cocaine dependent 


5 .* 

as opposed to he's a coke addict? 


A. 


It's not t 



at all. 


not just 


matter of being easy or Whether it's pejorative 


connotation or not or an insult or 


constructive 


•4 


• » • • 

J s* k. » * 

label. The principle fundamental therapeutic issue 

ft • - - 

i 

• ^ * _ * « __ • 

is one of responsibility and choice and 


* 

responsibility for your choices and 


you tell 


omeone that they 


not have control, you allow them 


r- 4 


and you facilitate them saying oh, then the 


I 


nothing I can 


a b out 


and that's the end 


the 


story. Whereas if : you say to them you are 


responsible for your choice and you can stop 


you 


want to. 


you want to? 


Why 


you want to? 


Why 


do you not want to? Then how 


you then implement 


that goal, whatever 


is, whether you want 


continue 


Or not 


it. 


i 


Right, apd as 


philosophical matter, you 


believe 


i •• % * ••• , t ■ 

you not-that the heroin addict, the coke 


•S 

■ 

addict, the alcohol addict, the heroin dependent 


. « 

person, the alcohol dependent person, the coke 


dependent person 


for their choice? 


* 

Not always because 


they 


currently 


intoxicated, then they're not able 


think clearly 


they need 


period 


abstinence before you can 


- * 
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reason with them in the same way that you can always 


* T 

reason with someone who is a cigarette smoker. 


And 


m m m m m m m m m » 

if they have a physiological dependence, so that when 

m * . * . * . " * 

0 m « • 

' *1 • S -• ^ ’ • • . . ’ - - " • " 

* - - - ? .. ■ - ■■ - 

they stop drinking alcohol they 1 re going to have 

^ i • "i 

* • 

withdrawal seizures, then they have to be detoxified 

• W m m m 

* • •• • 9 

m . • ' .. - • : = 

a '* . ■ ; . 

-I 

and they need to be treated with medications to allow 


T - 4^ 


that safe withdrawal 


Q. 


But if 


^ • 

had to characterize you 


f m • 0 • 

philosophically whether it was cocaine, alcohol, or 


10 


4 


heroin, it's your opinion, assuming the person is not 


11 


12 


13 


intoxicated, that tthat person if he's dependent on 


? •: ■ 


those substances has control over hip decision to use 


* 


% 


those substances? ! 


m m mm m - 

*. ”. t • c v .* 


14 


A. 


Well, if, someone is regularly using alcohol 


15 


or heroin, they will have residual impairment in 


16 


17 


cognitive function} such that they do hot learn well 


r u 


in any kind of cognitive Or behavioral therapy for an 


• * 


18 


19 


extended period of)time. 


i L - 


A . 


w 

So it's not just a matter 


. \ i * . 

of whether they're acutely intoxicated in this moment 


20 


or in the hour that 


m having a session with them, 


21 


unless they're abstinent for a prolonged period of 


22 


23 


a * • • • 

time of a month to•several weeks, they are not going 


J . 

4 - 


to learn in cognitive behavioral therapy. 


24 


Q. 


Okay. 


- <*Y/c 


25 


A. 


And so Ii 


that they have an impairment 


* 

1 . > 


iirewir 
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1 


of choice as a result of 



intoxicating effect of 


2 


alcohol that is not just acute but can be subacute 


A 


3 


Q. 


Have you done research to look at the 


4 


5 


pharmacological effects of cocaine, alqohol, and 


i 


heroin on humans? i 


! V- 


6 


7 


A. 


Have I done research on the pharmacological 


a 

3 


effects of cocaine? 


8 


4 


Q. 


Alcohol and heroin. 


9 


A. 


I've done research on the pharmacological 


10 


/. 


. r 


effects of morphine and I've done extensive clinical 


11 


12 


research on both c-ocaine abusers and dependents and 


. / 

A 

* ' 
l ■ 






alcohol abusers and dependents. Those are the 


13 


clinical effects 



alcohol are pharmacological 


r. 


14 


15 


16 


■•a 


effects. I have njot specifically studied the 


T 


neuropharmacology of cocaine and alcohol myself. 


Q. 


Have you- done that with nicotine? 


t 


17 


A. 


No . 


i . . * 

1 -f •• 


• # • 


18 


Q. 


You could not, 0 



r an opinion then on the 




19 


neuropharmacological effects of nicotine on humans? 


20 


A 


Well, I'm familiar with that literature and 


■» • 


J 


21 


I . 


I have expertise ih neuropharmacology. I'm a member 


22 


of the American Academy of Neuropsychopharmacology, 


23 


- • * S I t ’ 4 

but I'm retained hpre to give expert opinion with 


24 


25 


i 


regard to motivated 



r, personality, and 


=C - 


psychiatric diagnosis. 


* - t 


- 1 , . , * 




i 


4 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


77 


Q. 


I 

As opposed to neuropharmacology? 


A. 


c t. 


Given the limits that you can't 


. . ^ % 

really separate biology from psychology completely, 


. '■ 


• \ 


- ^ • T • • 

there's always a biological basis for psychological 


events . 


Q. 


Do you know what research Reynolds did to 


determine the role that the biological versus the 

i . •' . .. 

Z •' " * ... • » * : 

• • * 

• *i * • 

psychological impact that nicotine had on humans? 


A. 


No. 


Q. 


• ll \ 

Do you know what compensation smoking is? 


A. 


Yes . 


Q. 


What is it 


A. 


If someone changes a brand of cigarette 


j... 

r 


that has a different level of a chemical in it, like 

) •• 

• # “ * 

• • 

say nicotine, do they then compensate by increasing 

• • • 

i W 

j 

• • • • 

l / • • • • • . 

or decreasing the number of cigarettes or the 


i . ... 


requency of cigarette smoking in order to achieve 


and maintain the seme level of that substance like 


, V 


nicotine? 


* . 


Q. 


• !• 

Does it have anything to do with puff 


4 


volume ? 


A. 


3 - - - - 

That could also influence how much you 


take in from a particular cigarette will also be 


24 


9 l . ... 

another factor in the number of cigarettes that you 


25 


smoke . 




wriiwiii 
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> 

J 


1 


Q. 


Well, does compensation smoking have 


2 


anything to do wi 



puff volume or vice versa? 


3 


4 


MR. MURPHY: Objection; asked and 


J 

** 


answered 


5 


THE WITNESS: Is there still a question 


6 


7 


8 


9 


10 


for me to answer? I thought I had answered 


s 

t 

• 

i . 


it , 


* * 

4 


Q. 


(By Mr. Maistros) Does puff volume have 


anything to do compensation smoking? 




•• • . 1 ’ 


A. 


I'm sorry; I thought I had answered it. 


ll 


Q. 


4 ••••*!••% ■ 7 

Does puff volume have anything to do with 


12 


13 


compensation smoking not number of cigarettes smoked? 

% _ • • 
l r . 

j ". • • • 

• 

4 * 

Is it your understanding that compensation smoking 




14 


r- 


deals primarily wijth the 



of cigarettes smoked? 


15 


A . 


S 

What I believe I said in response to your 


16 


17 


. * / • * . * . 1 • • 

question was that the amount of smoke, that you take 


i 


• » 

4 ? 

in to yourself wheh you're smoking a cigarette will 


18 


influence the numbbr of cigarettes that you smoke oi 


19 


the frequency that! you smoke if you're trying to 


20 


21 


4 * ... 

maintain a constant chemical level of something 


* T 


! 


It's just a matter of 'simple algebra. If you're 


22 


trying to keep oneithing constant and you vary 


23 


J • 

something like puff volume, then you're going to have 


24 


• • • • 

— • * * 

to compensate by the number of puffs that you take 


25 


* • 

and the number of puffs that you take is going to be 


1 

J 
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1 


i 

1 

1 

.i 

l 


> 

a function of the number of puffs that.you take in 


2 


3 


4 


smoking a single 



and the number of 


- — 


■ • ^ • • - - « • 

cigarettes that you take. 


1 

I 


1 


Q. 


Do you know what puff volume is? 


5 


A. 


a • • - 

I thought that what it referred to was the 


i 


6 


7 


8 


amount of smoke th|at you took in to your mouth in any 


given inhalation. 


1 


. 

i 


Q. 


Do you 



ow what draw is? 


9 


10 


A. 


1 ,:.:l 


I'm not sure :I have the exact technical way 


l .- 

* 

I ▼ 


that it's defined,! but I mean the notion is that the 


1 


li 


way you draw in cigarettes has to do with the force 


12 


13 


14 


15 


of air that you take in order to inhale and so that 


- 




would influence -- the way you draw on 


. 3 - 


a cigarette 


will influence the’ amount of something that you take 


i 


— ", i 


into your mouth and inhalation. 


. I 


'1 


16 


17 


18 


Q. 


Do you khow 



5 • 


9 

pressure drop means in 


- 7 • 


I 


relation to smoking? 


f* * 


V •• 


J • 


• • 


A. 


No, I don't. 


3 * 


19 


Q. 


Do you kpow what work Reynolds has done 


20 


with respect to analyzing pressure draw puff per 


21 


• • 

volume in terms of taking in nicotine? 


* 4 


22 


A. 


No. 


S 

2 


23 


Q. 


m m ^ m • 9 a m m 

Do you know how the nicotine yields 


24 


cigarettes are determined? 


25 


A. 


I wouldn^t consider myself an authority on 


http://legacy.library.ucsf.edu/tid'plr07a00.' l pdt 
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1 


s . . ^ 

that. I believe I have a general idea from material 


2 


that I've read, and I've read -- well, I think that 


I 


s 


3 


* 

% 


an answer 


4 


Q. 


And how is nicotine yield determined? 


5 


6 


7 


A. 


« . . - - .1 

Well, again, I'm not speaking here as an 




authority, but if you're just testing my knowledge 


• - :• 


about that, my understanding is that there are issues 


8 


about the way this is done in that there are machines 


9 


i 

that are used that have certain draw characteristics 


$ _ 


10 


11 


& 

or pressure drop, il believe was the term you used, 


i 


m 

and that can be -- that's done in a standardized 


12 


13 


■ * - 

fashion. And, of icourse, when someone smokes an 


'? 

- i 
I 




■ • 


individual may vary in exactly the way they extract 


14 


15 


* • • • • 

smoke from a cigarette, so there may not be an exact 


.1 


correspondence betjween the way this is done 


16 


experimentally to standardize the procedure and the 


17 


. * 


way a given individual does. 


18 


Q. 


m — — m 

Do you know what a Cambridge filter is? 


19 


A. 


No . 


20 


Q. 


Do you know what tests Reynolds did to 


21 


22 


23 


24 


25 


determine actual hitman smoking characteristics as 


opposed to FDC testing method characteristics? 


A. 


No. 


<s> 

Ch 

/vj 


Q. 


Do you know what research Reynolds did with 


the use of ammonia to affect PH in its tobacco? 


1 

3 


* 
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r 

4 




MR. MURPHY 


Objection to the form of 


2 


• * • • 

the question; lack of foundation. 


i r 


3 


THE WITNESS! 


NO 


* *- • «- 


4 


Q. 


{By Mr. iMaistros) Do you know what work 


5 


6 


. t • . • , 

research Reynolds has done to determine how nicotine 




* i • • * 

could be better transferred in the human body? 


7 


8 


MR. MURPHY: T Objection to the form of 


i 

- j 




the question;; lack of foundation. 


9 


10 


11 


i 


THE WITNESS: 


No . 


i 

j 


I can save you some time in that I was 






» —j . . 

not retained Ito review specifically anything 


12 


13 


14 


15 


16 


K . ' • . : • • 

about research that Reynolds has done. I've 


' T 


i * 


i • 


only considered a cumulative body of 


i 


j v. 


literature and did not look specifically to 




see what Reynolds contributed or did not 


1 


contribute. 


17 


Q. 


i * 

{By Mr. Maistros) Okay. Have you ever 


18 


written any or expressed any opinions on whether or 


19 


3 • 


not nicotine should be regulated as a 



? 


20 


A. 


Yes . 


I wrote a statement when the FDA was 


21 


22 


considering regulations about how to classify -- was 


% 

J 

.1 

* 


considering whether or not cigarette smoking or 

. ‘ -I • * t- f . 


23 


24 


25 


nicotine could -- 



be regulated by them. 


i 


Q. 


And is that in your file that you've 


I 

i 


brought ? 


3 -J 


4 

* 

J 
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1 


8 


2 


3 


4 


5 


6 


7 


8 


9 


A. 

i 

* * • — 

* •“ 

% : . . 

. - . - - * 

9 « . * - 

X • ? 

* 

1 1 . 

Not in this fil 

■ “ 

•? » 

y ; . . • 

record . 

a . 

4 

• 

• •* - . 

• • m ^ 

4 - •: 

• ** • • • ** * 

•# * i 

Q. 

♦ 

• V 

j - . € - ■ 

A record where, 

• . . • . P 

i • 

A. 

. r * ft - 

« •• • 

Well, it was su 

• • % 

J ? • * 

4 - - - 

Q. 

• 

• w 

4 - — m J 

i " f • 

And -- ;■■■■ 

j , V • 

• 

i * - - - • 

A. 

* i - - 

It wasn't reall 

•4 

« 

• 

4 - • ‘ 

was not 

s m • 

• a . . • , • 

a part of {this ca 






but it is a matter of 


what case? 



tted to the FDA 


J * - V . 


a part of any case 


It 


or any other specific 


1. 

-4 

I 


case, but it did - - it does happen that I did submit 


6 


- * 


_ _ • • _ • 

a statement to the* FDA. 


10 


Q. 


v * % • 

• i • 

Who retained you in this case? 




ll 


12 


13 


14 


15 


16 


17 


18 


19 


I 


A. 

R.J. Reynolds. In this case 

*. 1 * 

» t . t J » i * • 

ns •••%•• % •• • 

X • • 

• . 1 

* ’ t - • 4 

• » • • ' • 

you mean 

or 

Q. 

1 4 

• • , • • • • • 

• 

1 ' * i u . . / • 

i * • : - *.■ *• wA ■ 

• i * • # . V •""t'K * * . • 

J • : 1 

i ‘ • c : : ' 

Hoskins and Chamberlain, who 

. - — • • 2 * * r % r - 

• • • • ■ 

a 

• 

retained 

you? 

A. 

■ i = • •• •• 

Reynolds!, : • 

4 • : • • • • 

* • • • • i '• • 

% 

% 



Q. 

T 

i • i* • • • • • • • 

* I \a • 

i ... -- 

Who 1 s paying you? 

• • • • ^ 

r • P # • t • • 



A. 

/ , • • • 

* . > - . » * . 

• ' * . 2. 4 r *. • * “ 

I'm paid by Jones Day. 

+ s 1 - " . . * * 1 •. *,* 

1 - * * • ' 

» — — • ** 


• 

Q. 

• 

• • • • • 

Who is Jones Day? 

- j t • • *' * 1 • * A • 

• • • • • • • 



A. 

* 

T • - * 

Jones Day is the law firm in 

''i. . 

Cleveland 

4 

that 

believe 

# ; . : * 

is retailed by Reynolds to represent them 


20 


in this matter. 


21 


22 


23 


24 


25 


the 


Q. 

And 

who a 

« ^ 

< . 

FDA? 


1 

1 

i 

• • • * 

, s 

A. 

1 

• *s 

I believe 

f 

4 

Q. 

Who 

* - .4 

- 4 

is Mi 

i 

. • • • 

1 

A. 

Mr. 

• 

Nims ’ 


asked to you write the letter to 


I was asked by Mr. Nims 


Nims? 


is the attorney to my right, who 


- 4 


5 
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8 3 


is in Jones Day L*w Firm. 


And wer$ you 


any suggested ideas for 


the content 


yoUr letter 


the FDA? 


No, 


was told what the FDA was considering 


* * • 


and asked if 


wanted to submit 


statement or not. 


wasn 


I 


told what 


say or whether 


even had 


T ' 


say, just whether 


i 


•wanted 


take the opportunity 


make 


statement that 


could and they would make 


sure 


got in. 


• • 


* * 


■ « • • # 

Who did you write 


to? 


believe 


• * * 


Was actually addressed 


Mr. Kessler, who was 


that time the FDA director. 


■ 

i 


And did you 


draft 


before you 


sent 


Mr. Kessler -■* did you read 


draft 


Jones Day or 


! 


No, 


didn 1 1 


i 


And what‘ rese 


did you do - - 


the way 


J 


what opinion did you express in your letter? 


Actually, 


• • r-- . • 

think the statement 


the FDA 


was similar 


-T.. 


statements 


these two cases 


Although 




did not 


specifically 


any 




• . 

individual cases, the overall issues 


the history 


« • a 

the terms, the use 


• • « 

the terms "addiction" and 


"dependence" was the primary focus 


that statement, 


and those opinions 


represented in these 


.ucsf.edu/lid'plr07a00/ 
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statements. 


Q. 


Did you have any comment upon whether or 


not nicotine itself was a potentially drug 

• • • I . • • . . J 

9 " •" * " • 

• - + • • 

dependent-producing drug? 


MR. NIMS: If you recall 


THE WITNESS: 


Yeah. 


r- 


- / • 


MR. NIMS: Ali this is if you recall 


- 4 ' 


THE WITNESS-. 


I do recall that the 


4 

1 


discussion included the fact that there were 


4 


changes in diagnoses from DSM-III to III-R 

% • I' 

«f • • 

»* •• * . 

I . • ... 

between the use of the term "tobacco 


dependence" and "nicotine dependence." 


^ ' ■ f • ■ 

There was to tny knowledge -- to my 

* "•« A. t] \ 


1 

i 


• 5 ' * • * • - 

recollection I did not' specifically comment 




on nicotine ajsi a separate chemical substance 

• • • 

but was primarily concerned with tobacco 


smoking. 


Q. 


t 

Were you paid by Jones Day or Reynolds to 


write this letter? 


i 


A. 


Let's see 


I'm trying to remember. 


I 




believe that I did;receive some compensation for my 



time spent in preparing the statement. 


i y.: 


Q. 


Now did that compensation go to the 


hospital or to you? 


A. 


* 

I actually don't recall 


H 

* 
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} 

i 


* - 


i 


Q. 


Is that the type of compensation you can 


2 


• ® 

receive and keep yourself? 


3 


A. 


Yes . 


4 


Q. 


Are there any internal guidelines at the 


5 


hospital whereby you have to go through a conflicts 


6 


i 


boards or review committee before you can agree to 


7 


8 


• m 9 " • _ _ _ _ 

accept an outside position or agree to testify in a 


* 

: 


case such as this? 


9 


A. 


I don' t 



w w 

to go through a conflict board 


10 


11 


12 


I 

prior to doing something, but periodically we do 


• «l 


report to a conflict of interest review committee all 


j 


of our activities. 


13 


14 


Q. 


C « 


Did you advise the FDA you were paid to 


write your letter? 


r *+ 


15 


16 


17 


I •• . 

MR. MURPHY: Objection to the form of 


the question. 


i 

* 

j 

•J 

1 


-J . 


THE WITNESS: .1 actually don't 


18 


remember. 


3 


19 


Q. 


(By Mr. Maistros) Did you advise the FDA 


20 


that you had been retained by a law firm to write 


21 


your letter? 


22 


MR. MURPHY: 


Objection to the form of 


23 


24 


25 


the question &nd .for lack of foundation. 


I 


THE 


remember. 





I actually don't 


i 
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1 


Q. 


(By Mr. Maistroe) Did you tell the FDA that 


2 


you were paid by agents of Reynolds to write the 


3 


letter? 


a 

T 

4 


% 


4 


5 


6 


MR. MURPHY: Objection to the form of 


i e 


the question |and for lack of foundation 

« . . . . 

THE WITNESS: The statement was 


7 


“I 


submitted as a compilation of statements 


8 


that was submitted by a group of tobacco 


9 


w 

firms, and so it was very clear and obvious 


10 


11 


* _ • • • « 

that the statement was not a spontaneous. 


• • 


isolated statement from me as an individual 


12 


13 


alone but that it was a part of a collection 


i . 


of statements; that had been put together by 


14 


the tobacco industry. 


15 


Q. 


W . • 

e 

Is it fair to say that you were against the 


16 


17 


.1 


FDA's regulation of nicotine? 


3 


A. 


I don't believe I — - I don't recall 


18 


• • 

actually addressing myself to that specifically 


I 


19 


20 


21 


really tried to summarize what I saw as the 


. r 


f * * 

cientific facts regarding the difficulties and 




limitations of the:concept of addiction 


22 


Q. 


Would you view your letter ?s pro tobacco 


23 


or anti tobacco? 


24 


25 


I = 

MR. NIMSs Objectio'h. 


THE WITNESS; 



in, I tried to address 


J 

h 

1 


i 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


the scientific facts and just let them fall 


where they may 


Q. 


(By Mr. Maistros) Did you 


A. 


So 


don 


believe that it has a bias. 


Q. 


You don 


that it has a bias 


- u 


because you're pa 


by a tobacco interest to write 


the letter? 


J 

.:' ' l 
• ^ 

* 

Tl 


MR. MURPHY 


action to the form of 


the question. 


THE WITNESS; 


4 I 


Would you repeat the 


question? 


J ’ 

\ 

■* , 4 • 
• -* » 


Q. 


(By Mr. Maistros) You don 


believe it has 


7 X 


a bias because you were paid by tobacco interest to 


write the letter? 




A. 


No, 


don 


believe 


was biased because 


was paid 


Q. 


87 


What position was tobacco taking on whether 


r- 


w 

or not nicotine shbuld be regulated? 


1 


A. 


think that they were in favor of 


20 


21 


it 


don't think - - I'm not sure that that was 






• •» * m •* • * *" 

actually a part of;my statement. 


was simply trying 


22 


to testify as to the facts. 


23 


Q. 


■ - " . T m -- 

The definitions of addiction? 


24 


A. 


Yes. Wh^t the words mean. 


25 


Q. 




Have you!ever heard of John Robinson? 


' * 1 


i r»wi wiKWJi n •wiwitKi mm hu cr« «#] nij&m fir*;• 
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- * 


* 

i 

4 


/ . 


i 


A. 


I can't remember offhand. 


2 


Q. 


Did you 



hear of Walter Pritchard? 


3 


4 


A. 


I don't remember. 


1 


Q. 


When wasj the first time you ever did any 


5 


paid work for tobacco? 




6 


MR. MURPHY: Objection to the form of 


* • 


i 


7 


the question.! 


I 


8 


THE WITNESS: Tobacco starts handing 


9 


M ^ * 

■ 

out money, I'd like to get some. 


10 


11 


12 


MR. NIMS 


* 


I assume you mean retained 


l- 


by lawyers you understood to be representing 


* . 


the tobacco 



13 


MR. MAISTROS: 


r didn't want to ask 15 


14 


15 


16 


questions. w£ can do it that way if you 




want. 


• t 




• -• . 


• • 


* 


i c 


Q. 


(By Mr. Waistros) When was the first time 


i... 


17 


18 


you were paid by Jbnes Day? 


c : 


A. 


A • • • •••»• • • •• • * * 

Okay. The first -- the first case in which 


19 


I had any testimony in a tobacco-related case was 


20 


21 


1993 . 


i 

J 

* 


Q. 


What case was that? 


22 


23 


A. 


4 

i 


- ^ 


Cooper versus I'm not sure exactly what the 


companies but RJ 



• » 

was one of them, but I 


24 


25 


think it was several 


? 

* 

i : 


Q. 


And you were paid by Reynolds? 


- .4 


2 
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.2 


A. 


Yes. 


.1 


Q. 




Or Jone$ Day? 


A 


Q 


It was (Jones Day 


4 ? 


Have yoU 



testimony on behalf 


any 


w mm * 

one other than Reynolds? 


i 

< 


A. 


• mm « * * * * , t * _ * • 

I believe my testimony has been -- payment 


* 


has always been through "Reynolds but often there have 


been -- there have been cases in which there were 


\ • 
■ i 

- 4 


other defendants and I was used as an expert. 


I 




not sure exactly how the Jones Day Law Firm 




apportions those Costs. It hasn't been something 


J ' 


• « • | 

was concerned about. I always just focu 


on the 


facts of the individual case. 


i 


MR. MURPHY: Jack, for clarity your 


- 1 

J] 


*1 - 


firm is counseling Constano and you know 


* • * 


that Dr. Clohinger was used in the Constano 


case? 




•• • 

MR. MAIS'TROSj Was that before Cooper? 


•I 


MR. NIMSi 


No. 


/ • 


X • 


> -* 

1 


THE WITNESS 


MR. MAISTROS 


* 

Okay, What was the next 


case you testified in? 


I 


sorry that' 


whe 


you' 


attempting 


clarify 


MR. MURPHY: 


clarify whether 


1 


testified or submitted reports or whatever 
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the question was on behalf of anyone but 


Reynolds. 


- i 


=1 


MR. MAISTROS: I assume we'll get to 


that when we go 



these cases. 


i 


MR. MURPHY: That was your question and 

• i 

% • 

• > 

J .... 

in case his answer didn't comprehend that -- 


MR. NIMS: 


I -- 


< 


• • \m 


MR. MURPHY: Constano (ph) was one of 


these cases. 


• j 




‘ $ 


MR. MAISTROS r ; ' I thought his answer was 


™ • • • ■ — • 

very accurate that he has always had his 


. ? 


bills paid by Jones Day, but there have been 


cases in which there were defendants other 


4 


9 • • 


than Reynolds;. 


•F 


4 • 


m u. 


THE WITNESS: 

i 


I believe that I've been 


• • 


, < • 


endorsed or accepted as a defendant as an 


( .1 
• * * • • • 

expert by muljtiple defendants in some of 




those cases. • I actually don't know the 


. -i*' : 


details of that process 


My concern as a clinician and as an 


- 

1 



16 O 



to focus on the individual 


case and I 



• * • ^ • m • « 

don't concern myself with, 




^ • ; * * - • - - . - * r 

you know, who is the original client, who's 


paying it. 




un 


<S> 

<S> 

<r» 

co 


Q. 


After Cooper what was the next case? 


rf * > 


J 
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1 


MR. NIMS: 



se are cases in which he 


2 


ha 




-I 

4 


1 • 


3 


MR. MAI STROS/i 


He's been retained to 


4 


testify. 


'I 

i 


w 

■ -i 


5 


6 


• * • a •• • *j • • 

MR. NIMSs --given testimony? 


MR. MAISTROS: He's been retained, 


7 


: •> 


-d 


whether he's testified or not. 


8 


— 

i 


THE WITNESS: You know, I wasn't asked 




9 


10 


to bring a list of all those cases. 

• *i .. . . / «• ' • 


Q. 


\ 

• * 

• i 


r _ V- 'i 


I'll give you these. You tell me if you 


11 


were retained; okay? 


12 


A. 


Okay. 


\ " I’ 




13 


14 


15 


Q. 


A. 


Q. 


Rogers? 


VI 


Yes . 


Conners ? 


i 

J 

1 

t 

"» 

I 

i 

i 


! 


16 


A. 


I don't remember that one. 


r- * 


17 


Q 


a » 

Chamberlain? 


• &1 


18 


A 


Yes . 


19 


Q. 


Hoskins ? 


-• * T 


20 


A. 


Yes . 


21 


22 


Q. 


A. 


Arch or Barnes? 


• 1 


I don' t 



* 


member that. 


23 


Q. 


Pennsylvania? 


• 4 - 


24 


A. 


I don't think so 


25 


Q. 


. H ... 

Any of the Medicaid/Medicare cases? 


- • If 


J 1 


51770 0638 











. 


1 


2 


3 


4 


5 


6 


7 


8 


* 

* 

1 


A. 

Some . 

r 

► •— 


Q. 

% " • m m ™ " 

* * ” ” 

T * “ * 

* 

Which ones? 

a 

1 _ . 

% 

A. 

9 m m 

1 * * ’ * - " *• ~ t 

Hum . 

9 

• 

Q. 

i - • —- 

Mississippi? Texas? 

• • ^ * m 

0 

9 • 

% 

• * . 

• 

A. 

* 

J . ! 

• 

4 

■ " _ • . 

Texas . 

• « - . . . - - 4 . . • • • ••• 

• a • 

* 

* 

l 

^ a • « 

• * A . 

Q. 

l - . 

* • 1 • - 

-•# • ... . *. . 

Any other Medicaid case? 

• • • • • 

. • • • • • 

Florida? 

A. 

% • 

. • • . • — • • • i . • • • • - • 

• • 4 • ' # 

• a ■ ■ • 

• •• • 

I didn't: do anything ob 

• 1 ; >."* * . - .t ■ 

• • • _ ^ 

that one I don't 

recall, 

? ■ n* . • . • 

that I recall. I remember 

• • . . • , I « • • 

discussions about 


92 


9 


10 


it, but I don't certa 


it. 


J 

i 


4 

i 



didn't have much role in 


11 


12 


Q. 


■ • . • | 

Any other individual cases you can recall? 


t 


Obviously, Constano was one you were involved in; 




r • 


13 


correct ? 


, * 0- 


t. .. v 


— ' 


14 


A. 


Yes, Constano. Let's see. 


" -- 


15 


16 


Q. 


A. 


Any other states that pop in your mind? 




Just trying to think offhand* We talked 


17 


18 


19 


20 


about Texas, Constano. 


■Y 


Q. 


Minnesota? 


i 

I • 

* -* 4 


A. 


No . 


Washington DC, District Of Columbia, 




that's the only other one I remember. 


on 


vj 

vj 

<S» 


O 

Ch 

Co 

<X> 


21 


Q. 


And in e*ch of ; these cases have you offered 


22 


similar opinions, such as New York and Ohio; that is, 


23 


cigarette smoking Shouldn r t be classified as an 


24 


addiction? 




25 


A. 


Yes, my 



nion has not changed across 


* 

( 




i'. 


* 

I 








9 3 


i 

I 


* - 


these cases. 


.J. 


V 

•I 


• ^ 


Q. 


Have you! 



seen a class definition that 


* 

t 

Ac 

f 


i : 


you've agreed with; in : any of these cases that you've 


been retained by 


1 

I 



••••• ^.. a Jr • 

tobacco companies? 


•s 


:1 . 


A. 


I think the whole approach 


definition is 



class 


c, and I have not because the 


* - 


t • —• 


t 




whole issue is the! need to look 


_ * 

individual facts 




and individual cases 


• i 


• I" 



t h a t 


I 


■ • • • •» • 

actually part 


our 


- —; 


t . 


official standards!dictated 

4 -U . 


• t 


the DSM-IV, III and 


IV. 


• t : r 


S 


■ ir.i 


- 


Q. 


And is it part 

J ^ • -it 

: r v • 


your belief that you 




4T.' 


couldn't - - even 



accepted the term 


f 


"addiction," you 



diagnose somebody as being 


A - 


\ . 


• i 


addicted unless yot 



had an examination 


that person? 


" • :! 


i 


- >: 




MR. NIMSj 


ion. 


THE WITNESS: 




Well -- 




MR. MAISTROS 


Let me strike the 


question. 


J. 


Q. 


(By Mr, Maistros) 


you wanted 


make 


determination if some 



was nicotine dependent, is 


si 


it your belief that 


should interview that 


on 


one on one? 


» • 


5 - 


k 


A. 


Not neceasar 



i 


-- you want 


have 


1 


comparable informa 


t 


J 

* 

X. ? 


from what you could obtain 




* 


-i L 
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a personal interview and so 


ally does depend 


« - 


\ . * m \ - - 

there are extensive medical records 


accu 


9 

and thorough review of the person 


life 


*• • • • ■ • • * " * * . 

personality and attitudes and situations 


feelings, then it's possible 


- \ 

I 


make 


meaningful 


1 


• • \ m m s - 

valid diagnosis without a personal examination 


yourself, but the .same quality 


information that 


f % • • • * • 

would be obtained in a direct interview would need 






be available. 


0 • • • • 


Q. 


Now, the cases you cited that 


t • 


retained to assist; the tobacco defendants 


i 


you actually provided trial testimony 


some 


those cases? 


• • 


MR 


MURPHY; Objection 

— £ • i • W .. 

N - - • t - 


the question. 


3 

: c 

T 5 


. i. 

V 


•• ' 




r 

r 




* 


THE WITNESS: 


Y , 


% * 
I. 


Yes . 


■ i : . 


Q. 


(By Mr. Maistros) Which ones 


be? 


* • * 

Cooper, Rogerfe, any others? 


A. 


Let's see 



>..3 


MR. NIMS? 


*— I 


-»• •-? . 


j 

•» 

i 




(Back on 


1 - 


Q. 


(By Mr. Maistros) 


1 f 


testimony? 


5 

’J 

I 

I 

-f 


- ar 


A. 


^ ^ . 

Yes, I believe that's 


i - 
¥ 

V 
1 . 


I 

5 

■ 

li 

-B- 



form 


r - - 


• • • • ^ • 

Off the record. 


• • • • 

(Off the record.) 
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95 


- % 


1 


Q. 


Have you totaled the compensation you've 


2 


received in the s^ven cases you've identified 


3 


4 


A. 


Q. 


No, I haven't 


% 

i 


-- plus; the -FDA ? 


5 


A. 


* 

4 


No, I haven't. 


6 


Q. 


T . • . . 

Have you submitted invoices for any of the 


7 


8 


9 


seven cases? 


A. 


Yes . 


Q. 


* 

♦ 


t 


i 

* 

a 


• i 


* - 


« : 


• * - 




Which ones? 


10 


A. 


Gee, I'm sure 1 did for Cooper and 


11 


12 


Constano, Texas. ,1 have not for as yet for 




Chamberlain or Hoskins. Those are the only ones I 


13 


14 


15 


16 


recall at the moment. 




Q. 


<1 • • • r ■ 

And have' you totaled the invoices that 


< 


you've sent in for? Texas, Constano, and Cooper? 


A. 


4 


I don't have any idea. Those funds go 


17 


- i 


to -- I don't keep; those funds. 


18 


19 


Q. 


letter? 


How much[ did you get paid for your FDA 


i 


f 


20 


A. 


I think that was -- 


21 


MR. MURPHY: Objection to the form of 


22 


23 


the question;!lack of foundation. 


i 


THE WITNESS: I honestly don't 


24 


- • * . 

remember, but it was not a lot of hours 


I 


25 


mean I always'charge on the basis of an 


i 

.-C 


3 
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hourly rate. 


Q. 


(By Mr. jMaistros) Is that still true today? 


A. 


Yes . 


Q. 


What is Sit $300 an hour? 


A. 


§ , m • *, * • " 

Actually, there's an error that 


wanted to 


10 


11 


correct. 


It does isay $300 an hour in my Chamberlain 


r . 


t;; ■ -, v 


statement, and it Jshould be $350. 


$300 is the rate 


j. V. 


• • • • m 

up to 1996 and as of 1997, it went up to $350 and 


1^-4 iV • • -*•' 

- rrn * f 


just didn't. 


4 • 


* 


Q. 


Fifteen dr fifty? 


? 


A. 


350, $350 an hour. 


That was a change as of 


12 


1 


this year. 


That's based on the standard departmental 


13 


14 


3 


f ee . 


r- - 


Q. 


And you've mentioned you were chairman of 

i fu- ... r 


15 


your department? 


16 


17 


A. 


Q. 


Yes . 


When did 


i 


you become chairman? 


18 


A. 


1989 . 


19 


Q. 


• * ' 

And have you been chairman since then? 


20 


21 


22 


23 


24 


A 


Q 


A. 


* 

did, it ;for five years 


-• +- 


A 


Is that the term? 


s 


There's ho fixed term 


It's.annually 


renewable. 


Q. 


% .. ^ ’. j » ■ 

When did you cease becoming chairman? 


cn 


<S> 

<S> 

Ch 

Co 


25 


A. 


1994 . 









4 


1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


3 


Q. 


Was it voluntary? 


A. 



t 

£ 

! 

i 

t r 


Q. 


• • » I .. 

What is ithe status 


audit 


your 


department ? 


4 

* 

l 


A. 


What audit? 


Q. 


The audit 


testified about 


Constano 


. -J 


and several other bases that was going on. 


A. 


That was, completed. 


Q. 


A. 


what was the 

l • • 

: * 

• J : . 

i • ■ 

There were 


. • • • • m 

irregularities that were 



any major problem. 


*.* 




f 

i. 


was 


audit company 


think found nothing that 


could question within 


about 2 percent of; all 




was considered arguable was corrected. 


j 


Q. 


How much? was 


4 


A. 


I honestly 


Q. 


• • • 

or anyone else's file concerning that 


f 


A. 


Not in mine. 


Q. 


, * ' 


\ 


edge 

concerning that 

4 * " 

* * • • 

A. 

A 

i : 

The dean, 1 

* 

J - . 

• * “ “ • 

Q. 

» 4 
• 

4 

* - - — ..... 

What's his name 

4 r . - i-* 

•• 

A. 

I M « 

• % ^ * • 

William Peck. 

- 1 -i :• . 

* 

% 

Q. 

. . . - t 

" 

Current dean? 

- * .. . 1 • a 


i 


- 4 


hllp://legacy.library.ucsf.edu/tid’plr07aOO.'’pdt 



charges 


anything 


back? 


know 


Is there:a report that was 


Who at Washington Universi-ty 


audit? 
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1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


A. 


Yes , he < s still 


dean 


e 

\ 

. i 
i 


Q. 


Okay. 


1 * 


(Whe 




Q. 


(By Mr. Maistros) Now, 


was looking 


• _ • • • » • 

notes, this isn't ,a memory test 


just want 


mak 


a 

i - - 


sure the record is! clear 


testified 


5 


expert in Burton? 


think 


listed 


was listing. 


A. 


Yeah, I gave 






i 


Q. 


No trial] testimony? 


A. 


^ ’ 9 * 

That's correct. Well, there hasn 


trial . 


• t 


Q. 


Of the ckses 


r. 


testified in, they.were 


some other tobacco company? 


A 


Correct. 


i 


Q 


plaintiff against $ tobacco 


A. 


No. 


Q. 


Now, if you could 


is your CV, it should 


A. 


6 

Oh, right!. 


MR. MAISTROS: 


another one 


rt 


htlpj’/legacy.library.ucsf.edu/lid'pIrOyaOO/pdl 



identified 


behalf 


• • 

Have you : ev6r testified 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 



MR. MURI?HY: No, I have one. 

. 7 . * ’ 

1 • ? * 

*7 . r 

i - - - - * *. i 

* 

Q. (By Mr, iMaistros) On the first page 

• • « % ” 

% 

underneath present position you list Professor of 

m 0 m 

i . \ ~.17.— • ’• . V- 

_J ' 1 " . • ii 

0 m _ i ® 

• t I • "• 

Genetics and Psychology? 

J • . 

? . 

si • 

n 

A. Yes . 1 

S ■ '* - 

* * i • 

*• * * • 

Q. Does thajt mean you teach genetics and 

• " • * 
t . ' • * 

psychology? Are those two courses or one? 

A. Actually, those are appointments as 

f _ • . _ • * 

4 . . ' 

t - "••••: - * 

i . • 

Professor of Genetics and Professor of Psychology, 

• • - • • • . J r- * •? 

-I * - • •• 

( • • • . k •• - *1 

1 * * • \ * * _ • 

• * r ' ’ i i ' . • • 

0 .• 

and I have joint appointments in both departments and 

■ % |k •( * * 

K . • 0 m • . • 

I do teach in both at times. 

. j • ; . • 

• * • • i y .• • • • . • • • • 

< • . 

Q. Do you -I- in those courses do you teach 

<f • r « ’ . . - •• .... 

• * * • 

• • * "••• • 

• • • • 

anything related to nicotine or nicotine dependence? 

i " ' i * • . . 


A. No. 


Q. Are those the only two titles you have in 

• • • 

J 

i , . \ ' 

terms of teaching?. 

1 . ;• : .... I 

A. Psychiatry, genetics, psychology, also by 

* . r 

• . t. - - * - • .* . . • : ^ 

1 - - ... - 
• • # • • 

virtue of the genetics appointment have an 

^ . . . * ■ f 

m. ,* • • 

a ..... . fc - 

J • ... 

ft • • 

. • • 

appointment in the division of biology and biomedical 

• * • 

-c *-z : . 

• l 

• • • • • . 

• • 

• .. 

• 0 • - . • * f 

sciences and give (Lectures in biology as well. 


* • - • ... 

Q. Do any of those lectures involve nicotine 

• • ' i • . 

^ - 

ib • -* 

J _ • 

♦ ^ _ 

90 m m 

or nicotine dependence? 


A. No. : ' 

- i . 

S 0 

t ' - 

* • * m « m 

: 3 ... * 1 

Q. And similarly for your position at -- 

1 . . 

^ - 3 - 

A. Well, you know, I should say that I don't 

j . ----- -i- t 


5 

■if 

) 
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* 


1 


1 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


a * - 


22 


23 


24 


25 


^ f I 

believe I have ever given a lectu 


those 


departments that did concern 


could certainly 


imagine that discussions of 


smoking could 


be used as examples or points about motivated 


behavior, but I actually have not 


that 


this 


i 


point . 


I 

. 21 




Q. 


So although/nicotine dependence could 


7 

the subject of your lectures -- 


• I 


A. 


It has not been. 




Q. 


It hasn'jt been? 


•• 


A . 


That's correct. 


.1 


i 


• % 


Q. 


.r 


Would that be true 


your 


psychiatry, genetics, psychology, biology? 


A. 


# • • ----- . 

I have discussed ciga 




• • « 

nicotine dependence in the cou 


seminars in psychiatry 


Q. 


• • 

third parties or what? 




A. 


I have done that at NIDA 


in lectures that Ii've given 


■ ■ i 

i 
* 
i 


Q. 


Have anyi of these 


published? 


J 

1 


- 


A. 


No . 


You; have a list 


publications . 


1 

i 


Q. 


But when you give lectures 


5 - . 


http://legacy.library.ucsf.edu/tid'plr07a00.' l pdt 





smoking 


lectures 


^ * 

And thisj is at Washington University 


variou 


tures 
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i ■■ 


outlines 


r* 


your 


tures ? 


r ally don 


Actually, what 


use 


material from 


j . v r- 7. • i 

published papers 


How often have you lectured on smoking or 


nicotine? 


1 




• 


1 r T ^ 


Well, in the 





year 


% • • 

actually have 


i ; 




talked about that iseveral times. Specifically, that 


can remember, 


'fve discussed that 


recent 


meetings 


. I * • « 

the National Institute 


Health both in 


* . 


connection with drjug^abuse, NIDA, and NIAAA and let 


I 


see, I think in the other places 


has been less 


formal and more ini response 


questions. 


any 


your primary topics 


your 




lectures where you: s 


about tobacco and nicotine 


» I 


tobacco and nicotine as opposed 


some other topic? 


No, 


wCuld 


as 


part 


more general 


app 


personality 


psychopathology. 




Have any 


* « - 

those lectures involved your 


i 


opinion as 


• (I _ 

the changing definition 


addiction 


insofar as cigarettes and nicotine is concerned? 


Thalt has been discussed 


psychiatry 




lectures with 


ident s 


psychiatry 


Now, 


want 


some phraseology down so 


I 


4 

not misusing words. 


use the word 


"nicotine dependence" 


understand it 


mean in 


.t 


hlt pj/leq ac v.ljbfarv.ugsf.edu/ticl'pIrQZa 
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1 


the context of the* DSM^ s? 


- 


2 


A. 


a 

That would be my first guess 


Is that the 


3 


way you want to use it? Because are there other 


4 


5 


definition. 


Q. 


*» 


i 
. ► 
3 


The other definitions are what ICD? 


6 


A. 


= 


Uh-huh, 


- * 


7 


8 


Q. 


A. 


Number 10 ? 


y 

i 


Uh-huh. 


i. 


7* 


9 


10 


Q. 


A. 


Is that similar to the DSM-IV? 


f* 


i 


It's similar. It adds a craving item that 


11 


12 


is missing in DSM-JV but basically otherwise it's 


j- 


fairly comparable. 


13 


14 


15 


Q. 


•f 1 * . * . 

Well, thte craving item that's added in 

4 


’ • I ’ .. ' 

I CD-X is one of a Multiple options you can use to 


A - 

i . 


determine if you're nicotine dependent; correct? 


16 


A. 


Correct. 


17 


18 


19 


20 


21 


22 


23 


24 


25 


Q. 


A. 


Q. 


A. 


Q. 


It's just another criteria -- 


. . * • . * 

It's another one. 


-- to take into consideration? 


Right. 


It's not necessarily a difference in 


* 

*! 


<S> 

Ol 

VO 


definition of nicotine dependence? Don’t both of the 


% • 

DSM-lV's and ICD's^give you a range of things to 


choose from? 


1 


4 


A . 


Correct. 


4 

i 
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Q. 


m m m " • " A a 

And if you hit so many in a certain amount 


- T . . . I 

of time, you'.re nicotine dependent? 


A 


Q 


• a • w • — 

Three of seven or three of eight. 


r •!* 


----i* 


And the TCD's again were by World Health 


Organization? 




A. 


Q. 


Yes . 


l 


Of which you've been,a consultant? 


A. 


Yes . 


10 


Q. 


Have you; ever written to 


the World Health 


•i 


Organization to tetLl thetn that you have difficulties 


11 


or problems with their TCD. number 10? 


12 


5 


A. 


No . 


13 


1 


Q. 


Have you done that -- the DSM's, those are 


14 


established by the 1 American Psychiatric Association? 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


A. 


Yes, right. 


Q. 


Of which;you' 



a member? 


A. 


Right. 


• l 


i 


Q. 


Have you|ever 


ten to them to tell them 


/ # • • 

that you have a problem with their DSM as it relates 


1 f 


to nicotine dependence? 


v. « 


A. 


was co-chair of one of the DSM-IV 


committees and in the overall task force of DSM, 


voiced the opinion ;that only a small proportion of 


all the categories s in DSM actually are valid in terms 


25 


a» , 

of having a substantial research basis to justify the 


. 4 
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& ’ - 


1 


criteria. 


- -* " . ; 

And certainly nicotine dependence would 


2 


* mm « t • 

not be among the dnes that have been wall validated 


3 


So that general opinion was expressed. I did not 


4 


write specifically with concerns about those 


5 


6 


criteria. 


The committee I 



was already aware of 




l 


the limitations because they acknowledged them in 


7 


8 


9 


their own text. 




* 

: 

• 

•« 

V 

s 


•a 


Q. 


And the 



-IV as it relate 


to nicotine 


> l 


- 

« 


dependence was a criteria that was established by a 


i 

» 

% 


10 


li 


consensus of the committee? 


I 

1 

1 

A 

i 


. . , I • • 

- f * > 


A. 


Correct. 


\ 

V 


• V 


* V 
• •• 


N - 


12 


Q. 


As was the ICD number 10? 


13 


A. 


Correct. 


14 


Q. 


Have you ever lectured on nicotine 


15 


receptors ? 


1 

! 

i 


I 

X 


•1 


16 


A. 


No . 


i 

J 


17 




• /« 


Q. 


Now, in the course of your teaching,- let me 


18 


see how you described it, well, we've got 15 percent 


19 


for teaching other;doctors and TO percent for 


20 


21 


22 


lecturing; is it ffcir to say 25 percent of your time 


is teaching if you combine those? 


A. 


Yes . 


<s> 

07 


• 7 


23 


24 


25 


Q. 


In the cburse of your teaching whether it 


'1 


- A 


be students or doctors do you lecture on nicotine? 


A. 


t * - _ . - - - — - 

Not nicotine.as a distinct pharmacological 


i 


J ' 

4 


i 
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agent, 


no . 


Q. In the 55 percent of your time you spend on 

— “ * • 

direct research what percent is spent on nicotine? 

i • •' * ’ ' .. *; . • 

A. Again you're distinguishing nicotine from 

• • • 

1 ' ” 

* 

mm m 0 • ”" * " T T ^ . . 

mm m m • •• • ® 

cigarette smokingjand smoking behavior and so on; is 

J 

% . I • 

• J - 

that right? 

_ • 

• • 

9 9 

4- . - -- - ; - 

Q. Yes. Yes? 

- •* 

• • m 

i 

A. None• j 

# i 

Q. Have you done any scientific research, I'm 

^ * • i 

% •’ * 

• _ ^ 

not talking about ’literature review, scientific 
research, bench level research on the interaction of 

« 4 ^ ' 

l : ' .. 

the nicotine and human body? 

4 ' •. 

* I * 1 1 * * 

A. Only the supervision of graduate student 

« ' ' . ' • • 

J * # 

4 • t 

1 • - . 

doing work on human nicotinic receptors. 

% * * 

Q. Well, those were on nicotinic receptors. 

• • • • • 
i * • • ■ 

Did they actually involve research on nicotine 
itself? 

• • • * * * * 

A. Well, it was a nicotinic receptor not 

* • X . 

nicotine itself. The work was done at a DNA level 

• •• « 9 . f i 

• f • • * 

rather than pharmacological challenge. 

I . 1 . - • - • - 

» - . . 

4 * “ * 

Q. What is pharmacodynamics? 

A. It has to do with patterns of change of 

* 

• 9 * 

-J m 

9 

pharmaceuticals, generally in the human body, as a 
function of distribution, metabolism, and affinity 

I . 

4 

9 * • 

and release from receptors. 








Q. 


And have you done any research on that 


• • •• _ 

insofar as nicotine is concerned? 




A 


No . 


Q 


What is pharmacokinetics? 


A. 


Again, it has to do with changes in binding 


and affinity release of pharmaceuticals, that 


synopsis 


\ 

H 


Q. 


And the only thing that you've ever done 


that touched uponjthat was supervising graduate 


i • _ • • • * _ 

students in about ?1990 insofar as nicotine was 


concerned? 


A. 


Correct. 


Q. 


I 

i 

* 


Okay. When we go back to nicotine 


dependence as defined by the DSM's, you will agree 

• • • • p 

will you not that there are people that are nicotine 


dependent ? 


A. 


There are people who meet those criteria in 


A 

r 


DSM-IV, yes 


Q. 


Are there DSM-IV criteria that apply to 


7 - ‘ 


substances other than nicotine? 


A. 


Yes . 


i 

i 


Q. 


And does the DSM refer to all those 


substances as being 



producing? 


A. 


Correct. 1 


Q. 


Is there^ a subcategory of dependent 
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3 

■1 


1 

» 

l 


l'O 7 


1 


T 


. r 


producing substances that are referred to as 


2 


addictive ? 


4 

=*■' 


3 


A. 


No . 


- 

.1 _ 


4 


Q 


Was there ever under the DSM's? 


5 


A 


Yes , I 



eve iii DSM -- I'm not sure about 


6 


! 


I, but I think in DSM-XI there was alcohol addiction 


7 


. - -f* % w j ; . . < . - - • 

or the term "addiction! 1 had been used bef 


DSM-III, 


8 


9 


not for all substances and- not for tobacco or 


:% 

i 

i 


nicotine but with $ome .things like alcohol or heroin 


9 • 


10 


Q. 


• ^ ■ _ • ' • 

Are you familiar with the distinction in 


11 


i . 


the 


I 


64 surgeon general's report between addicting 


12 


and habituating? 


‘I 


«• 


13 


A. 


Ye 


A 


1 4* 


14 


15 


16 


Q. 


A. 


J . • . • p 

And what was that distinction? 




Im * 


*• V- 


f • 


. ** 

Principle -- actually/ that 


I 


described in 


3 


M 

my report -- the principle 


17 


18 


Q. 


report ? 


Would thit help you 


gave you your 


l 


s 


19 


20 


A. 




Q. 


It's not necessary. 


•? 

.3 

• i' 


All right. 


21 


A. 


J 

i 

1 


Its essential distinction is that in order 


22 


to -- the distinction 


habits and addiction is 


23 


that an addiction in addition 


involving repetitive 


24 


25 


* ^ s m J • • 

use, there is intoxication that impairs cognitive 


function, there is a physical dependence with 


4 - 

1 

i —* 


i 


hllp://legacy.library.ucsf.edu/lid^plr07a00/pdl 


i 

d. 
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withdrawal syndrome, there is an increase -- a need 


to increase the dose in order to get the same 


pleasurable effect. 


Q. 


You're talking about -- you're talking 


about addiction as opposed to habit forming? 


A. 


• * , mmm . • • 

Correct.; These are all the characteristics 


1 ; • 


that distinguish an addiction in DSM according to 


• • » 

the 1964 surgeon cfenera 


report from habituation or 


10 


habits . 


Let 


see, so 


said cognitive dysfunction, 


4 


•% • 

increasing dosage,; physical withdrawal, intolerance. 


11 


And generally that's tolerant -- well, 


already said 


12 


increasing dose; didn 


I? 


Okay. 


13 


Q. 


Now, are: you aware also that the 


64 report 


14 


categorized nicotijne as either habituating or 


* 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


addicting? 


A 


3 ... 

Categorized it as a habit. 


.**1 


Q 


What othjer type of things did that 


64 


report characterizje as a habit? 


What other 


substances ? 


A 


A. 


don 


. n . . i ^ , % 

specifically remember that. 


V - 


Q. 


Do you recall that -heroin was categorized 




as habit forming 


A. 


Well 


Q. 


-- by the 


1 


s 

64 report? 


o 

CK 

07 

07 


25 


A. 


do not^remember that. 
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4 


Q. 


How about cocaine? 


A. 


m not ;sure whether cocaine was really 


discussed in that framework. 


Both heroin and 


1 


cocaine, though, are known to be intoxicating and to 


involve tolerance, and heroin certainly was well 


« . • 

known to have withdrawal;' 


So 


think by the criteria 


of the 


• . • • • * 

• _ • 

64 report,- everything that we know about 


those substances Would indicate that heroin and 


alcohol would be the models of an addiction. 


10 


Q. 


And 


m sorry, how about cocaine? 


That 


11 


how you started your answer. 


.x. • 


12 


13 


A. 


Well, cocaine is somewhat problematic in 


J • 


that withdrawal patterns from cocaine usually involve 


• 


14 


15 


. . - 4 . — f 4 - • * • • . . I ■ 

on cessation there being a -depression. 


And that has 


. 4 


been a matter of debate as to whether that should be 


16 


considered a withdrawal syndrome. 


j 

There have been 


17 


18 


times when it was said that cocaine did not have a 


} ■ - 


1 ^ f ••••/ • # 

withdrawal syndrome, that this was just a offset 


19 


depression, but now it 1 s more often considered that 


? t 


20 


that is, in fact, a withdrawal. 


21 


Q. 


So againi - - 


22 


A. 


Cocaine could have, depending on how you 


23 


• • 

wanted to apply thS criteria, there could be 


24 


reasonable debate about whether to put cocaine in or 


25 


not, but it always had the feature of tolerance and 


l 


J - 
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11 


intoxication. 


Q. 


- i •- . 

And amphetamines do you know where they fit 


in the 


64 report? 


A. 


. • r • • • _ . 

It would be like cocaine. 


Q. 


As addidtive rather than habit forming? 


A. 


Correct 


Q. 


Now, 


if iyou assumed for the sake 


of my 


10 


question that cocaine and amphetamines were listed as 


if- 


habit forming in 


* ' 


e 




could you explain 


how they could end up as addicting? 


li 


A. 


Well, that's what 


was just referring to, 


12 


13 




that there was has been controversy about whether to 




■ mm 

consider the depression that's seen after people stop 


14 


using cocaine and 


etamines as a withdrawal 


15 


16 


syndrome or not. 






■ I ■ 


Q. 


Okay. 


I • • 


But in the 


64 report it's your 


17 


• • aA • ( •• • • • •••• 

belief that they were listed as habit forming as 


18 


opposed to addicting? 


19 


A. 


actually 


t make a specific judgment 


20 


about what was reported there. 


don't remember that 


21 


specifically, but Iwhat 


m saying is that if you 


22 


. " I . . - . . • 

apply the criteria to what we know now about those 


23 


• m m • 

substances or what was known then about those 


24 


- ' ‘ 

• - — - 

substances, that they would both tend to satisfy the 


25 


cardinal features pf art addiction rather than a 
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11 


habit, and the only thing that's missing is that 


is the issue of withdrawal. 


Q 


Okay. 


t . 

Now, you would never classify 


nicotine as addicting because, among other reasons, 


• » 1 • 1 . / 

there's no withdrawal symptoms in your opinion or 


minimal? 


A. 


4 . • ' 

The withdrawal symptom, a key feature is 


that the withdrawal symptoms are not consistent 


» t 

i 


Most people don 


have substantial impairment when 


10 


. , ... . ...... - . ■ 

they stop cigarettes. And when that does occur, it 


11 


• • 

is not of the same severity level as say, alcohol 


12 


w w 

withdrawal, which is actually life-threatening. 


13 


Q. 


Is it a jfair characterization to say one of 


14 


reasons you would not classify nicotine as addicting 


15 


is because it does ! not have substantial withdrawal 


16 


effects related to;its use? 


17 


A. 


Well, the word "substantial” is subject to 


18 


some judgment, and so the severity of it is part of 


19 


it, but the consistency is the other part. 


That, in 


20 


• • 

fact, most people don't have withdrawal so that -- 


21 


and the ones that do have certain personality 


22 


features that are associated with anxiety proneness 


23 


and so 


see this more as a reaction to:a change in 


24 


* m m 

patterns of behavior or like a psychological stress 


25 


than withdrawal frdm a physiological dependence, 


r 

* 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


” • 

which is uniform and consistent across individuals. 


Q. 


What research 


not literature review, 


research have you -done on withdrawal symptoms related 


to nicotine? 


A. 


j “ ’ . i 

conducted the .survey described in this 


article and then a follow-up one year later, that's 


• ( 

referred to in my Hoskins statement, of a genera 


population sample. 


Started out with 800 individuals 


representative of the general population, then one 


-tl; •- 


year later 


did a follow-up on two-thirds of those 


a 


individuals -- 


mi sorry, three-fourths of those 


individuals. 


It was a little over 600 individuals 


then, and all of those people were asked questions 


t. - 


about whether they've ever smoked, how much they had 


i-; .*• - 


smoked, what their patterns were, whether they ever 


had withdrawal symptoms, and 


found 


was able to 


evaluate the incidents and the characteristics of 


withdrawal literature and population sample from that 


study. 


Q. 


i * * ' 

Are you talking about Exhibit 4? 


A. 


Correct 


That describes the initial 


sample . 


Q 


m m • 9 • • • 

How manyjof these people did you interview? 


A 


• . •• 4 ~ - 

All of them received a self-report 


questionnaire. 


hllD://leaacv.librarv.ucsf.edu/tid'olr0 7a00.'D dl 
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3 


T 

i 


Q. 


And you could tell from that self-report 


questionnaire whether they had experienced 


withdrawal? 




* 

i 

i 

i 


A. 


Correct .i. 


5. 


Q. 


-s .4 


You didn't have to see them face to face? 


A. 


Correct.? These are -- in other words, 


J * 1 ‘ ‘ ^ 'i ’ 

these are research subjects who were paid to 


i 

i 


cooperate in a sturdy 


We found that this is a 


«•» •• • 


reliable questionnaire procedure and that these 


? 

» 

f 

I 


people had no bias!, no reason for bia 




and so we can 


consider their results as a group to be reliable. 

-i r, >.* 


To 


* 

•• 

* 


S ' 


t •, 


draw a conclusion bn any particular individual, I 


t. ' 


would have preferred to 



a direct personal 


. I,:.... * .‘.'U. • • ■ ’ .... ' . - 

* V-.. • r 

interview, but if jwe just want to give the 

• i , . • -:v i 

• . t •• • • . * 

w • r •• • tt • • . • • - • • / i • . . • ••• - r 

\ • . 

descriptions of a group, then this is considered a 

• . * • « . 4 « • • *• A . • 1. • * • • • *• • • f 




i. 


reliable methodology. 


Q. 


Where in your paper does it outline the 


} 


withdrawal symptoms that people experienced? 


A. 


That is not in that paper 


I do have 


• I f \ *• m m • 

information about Exactly what questions people 


received and so on 


f - 


Q. 


What questions were there related to 


- i 


withdrawal? 




A. 


If you pass this back to me. 


ri *• 


This is the questionnaire that was 


s 

J 

1 


/.. — 


/ 


* 
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sent, and these are all the questions about ciga 


t te 


smoking. This question 


one that asks about 


whether people 


had substantial impairment and 


A • • - • - * " • . 

then the questions just below that top 


that 


4 


list the DSM-IV withdrawal symptoms 


Okay. You've identified 


blue booklet, 




National Health Study 


Lifestyle and health; 


co 


ct? 


Yes . 


f 


And you pulled this out 


f- 


Hoskins or 


Chamberlain? 


kins . 




I 


mark 


whole file 


minute and 


you 1 ve turned 


page 23? 


that jthe number? 


Yes 


r 


•A mm 


- :r *-• 


And this was done when? 


m • • 

That survey was done in the summer 


1995 


And 


* -mm s • | 

w;as three-quarters 


800 people? 


Yes, 


little over 600. 


think it was 622 


individuals . 


You said’ summer 


I 


95 . 


?- 


And how did you determine who 


send this 


questionnaire to? 


This wa 


sample chosen 


1 
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i 

i 


i 


♦v - * 


representative of ithe St. Louis metropolitan area 


2 


i . 

based on demographic characteristics. 


3 


Q. 


• • • • 

And what did you hope to learn by asking 


4 


these questions relating to cigarette smoking? 


5 


A. 


The questionnaire as a whole was done as 


6 


part of a normat 



study of personality and the 


7 


8 


relationship of pe;rsona 



to lifestyle choice. 


And 


* • 


one of the things ithat is generally considered in 


9 


epidemiological investigations as a lifestyle choice 


10 


is cigarette smoking, and X wanted to get all the 


11 


J . * • 

answers to the questions on pages 22 and 23 about 


12 


everyone in a general population sample, so that 


13 


14 


would have information about the incidents 


ever 


* 

t’ 


* 


smoking and continuing to smoke and stopping smoking 


15 


I • I / • 

and the problems associated with that. 


16 


Q. 


And you have at the beginning, on page 22, 


17 


18 


four questions related to smoking and 


I 


them 


for you 


•f 

* 

e 


Have you!ever smoked cigarettes? 


Yes or 


19 


no. Have you smoked at least 100 cigarettes 


2 0 


• « # 

of all, have you ever smoked cigarettes? How many 


21 


• • tt * * 

people responding smoked out of your 622? 


22 


A. 


V ^ • 

71 perceht of pe 



e report that they have 


23 


smoked ever. 


24 


Q. 


Next question. Have you ever smoked 


25 


least 100 cigarettes in your entire life (5 packs 


htlp^/legacy.library.ucsf.edu/lid.'plr07a00/pdl 
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*> 


i 


100 cigarettes)?:Yes or no. How many did that? 


2 


3 


A. 


My recollection is that it's about 


58 percent. 


i 


* % 


4 


Q. 


Of the df 622? 


5 


A. 


» 

i 


Of the 622. 


6 


Q. 


Not 58 percent of the 71 percent who 

? < 


7 


8 


smoked? 


A. 


1 


1 

.i 


.i 


No, that's correct 58 percent 


the total. 


9 


10 


11 


12 


13 


Q. 


A. 


Q. 


A. 


Q. 


§ ?. 


Smoked more than a hundred? 




• « f 


t 


Uh-huh. 


■4 

•5 

i 

» 

I 


So we're: about 350 or so; right? 


Right. 


i 

t 

* 

i 


. . * v 


... .i - . r > v ■ r • ■ •. ■ • ; • 

Have you ever smoked one or more cigarettes 


14 


5 - 3 


daily for a year ot more? What percentage was that? 


15 


16 


17 


A 


About 46 percent 


J 


the general population, 


* 

r. 


of the 622, have eVer smoked daily in their life 

* t • 




time. 


4 ••• ‘ 

*» -. -1 • 

* 1 r- 

« r • 

t 


18 


19 


20 


Q. 


% 


So we'reiabout 


3 

K 

] 

•t 


311 people. 


Have 


. -yi * I— • • . 


you smoked any cigarett 


during the past six months? 


•* 

» 

3 


A. 


- . 

My recollection is that that's 


21 


22 


23 


24 


25 


approximately 32 percent. 


i - 


Q. 


Okay. 



-- 


did you or why did you arrive 


a figure of have 


- t ■: 


least 100 cigarettes 


in your life? 


A. 


That is 


way that the question is asked in 




hltpj , /legacy.library.ucs(.edu/tid/plr07 aQQ'pd( 
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1 


epidemiological surveys in the State of Missouri, and 


2 


A " 

I wanted to have ■? - the way to define someone as ever 


3 


smoking varies aofoss studies -- and I wanted to use 


4 


it in the multiple. I wanted to ask questions about 


5 


the different ways that it has been defined and in 


6 


the same population, so that I knew the 


7 


8 


relationships. Arid that's why I asked all four of 


* 

• • 

I 


those because are different ways that people talk 


9 


10 


about someone being a smoker. Sometimes they mean 




■l 


that they're currently smoking; sometimes they mean 


11 


12 


that they're a daily, regular smoker; sometimes they 


* 

i 


mean that they've jsmoked five packs in their 


13 


14 


15 


• 1 • 

lifetime; and sometimes they mean they've only had a 


•4 


I .. .1# " * 

single cigarette in their whole life. 


• ■ 

. L 


Q. 


And why did you use the criteria have you 


16 


• • 

ever smoked one or more 



es daily for a year 


17 


18 


or more? 


? 

i 


A. 


A lot of statistical descriptions of 


19 


20 


smoking behavior does take as its base people who 




have ever smoked daily 


21 


Q. 


Okay. 




X:. 


But 



didn't - - the fact that they 


22 


■ a - • •_ 

answered no to thajt question you didn't care that 


23 


• * • 

they filled out the rest of the questionnaire related 


24 


25 


to smoking; did you? 


- J 


A. 


1 - ' 

If they £aid no to that, actually, we gave 


* 


\ 
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_■* 4 . :■ ‘ - 

the instruction tHat the remaining questions we 

.i - - ' ‘ 1 . ' * 

’ 

• «f _ * 

•" 5 . * « k 

.4 • — . • # 

intended them -- we thought they would only be 

* • 

meaningful if they had been daily smokers. 


Q. 


J " *• . . * 

Meaningful for what? 


• ^ % 

What was the end goal 


of your cigarette smoking questions? 


A. 


• m m m 

Well, then the other questions that follow 


have to do with some of the features of the 


Fagerstrom criteria for nicotine dependence and the 


10 


DSM-IV for nicotine dependence and withdrawal 


• 1 


Q. 


When you' -- 


11 


A. 


So we to'ok as our base then those people 


12 


13 


14 


who might be considered to have features of 


- 4 
1 


t • * « • 

dependence, those people who had ever been daily 


smokers. 


r 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


Q. 


• • 

The universe -- before you even asked 


anybody whether or! not they had withdrawal symptoms 


* • % ■ t * - • ,’7 . • 

related to smoking!, you wanted to make sure that they 




• • 3 

were daily smokers? 


A 


Yes . 


Q 


You thought the fact that they smoked a 


• • • ■ • ■ s % • 

cigarette, at least a cigarette, a day for a year was 


significant? 


A. 


Correct. 


Because that gave me a comparison 


to a lot of other Work in the literature. 


25 


Q. 


Now, was-one of the purposes of this 


hi" 
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questionnaire to determine which of these smokers had 


• s 

experience withdrawal symptoms? 


A. 


Correct. 


Q. 


Okay. 


I 

Was one of the purposes to determine 


if these smokers were dependent upon cigarettes? 


A 


Yes . 


Q 


And of the -- 


C -* i 


A. 


Q. 


- * ' i • , — •. * • - 

By varying definitions. 


i 


By var 




ng definitions. 


Definitions you 


10 


. . f • . • . * ,-r- • «• 

chose from the universe of conceivable definitions 


11 


12 


13 


A 


you could have chcjse from you picked a combination of 


• 


* 


what was thrown iri DSM-IV { s? 


* - 


A. 


Correct * 


14 


Q. 


Was all -of DSM-IV incorporated or all of 


15 


Fagerstrom? 


• _ ■ r- 


16 


A. 


Yes . 


. -.1 


17 


Q. 


So you 


• • • • • 

• * • ' • • •• • ^ 

in fact, used both of those 


18 


criteria? 




19 


A. 


Right. 


20 


Q. 


^ * • 

• ■ 

Why did you use both? 


- 4 


21 


A. 


wanted to see how they were related to 


22 


one another. 


23 


Q. 


In a bro’ad sense, did your results suggest 


24 


whether it was 


-IV or Fage'rstrom, that they were 


25 


pretty consistent findings? 


Was one better than the 


* 
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MR. NIMS: 


Objection. 


THE WITNESSs 


k 

wouldn't say that you 


s * " . _ 

could say one is better than the other. 


What 


can say is that the DSM-IV definition 


of dependence is the most inclusive and that 


of the people: who are daily smokers, 


?• 


- . * •* • , 

approximately; 50 percent meet the DSM-IV 


10 


0 _ _ 

criteria, whereas about 20 percent of daily 


• • 

smokers meet the Fagerstrom criteria. 


11 


Q. 


When you; use the DSM-IV criteria in putting 


12 


13 


14 


together this questionnaire your goal was to use a 


■3 ' 


^ — 

benchmark, if you Will, the DSM-IV, to determine if 


. T 


somebody was dependent upon cigarettes? 


15 


MR. MURPHY: Objection. 




16 


THE WITNESS: 


Well, 


didn't actually 


17 


18 


say that because what I've said is that 


m 


i 


measuring -- i 


m setting out to measure in a 


19 


general population sample, those people who 


20 


satisfy the criteria. 


don 


know that 


21 


would want to 1 stay that the DSM-IV is a gold 


22 


23 


' 0 2 _ 

standard for anything because 


don't think 


:v 


• - • • • t 

it's been well validated, but they are 


<s> 

cr> 
cr> 


24 


criteria that are frequently used. They are 


25 


l 

a part of our official classification 


* 












10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


* ... - 


121 


system, so 


wanted to know how much of a 


• -= - - * — » •• - . I.* - .- ’ - 1 

relationship iis there-between Fagerstrom, 


i- 


4 


mJ m m • 

which is another approach that's more 


popular among psychologists, and the DSM-IV, 


♦ • • • - • • 

which is more; popular among psychiatrists; 


. 1 


and 


wanted to know the relationship of 


those to other terms like have you ever been 


addicted and .to preparing definitions of 


current and of daily use. 


Q. 


All ri 


Now# there were these 24 


questions, you senjt out insofar as cigarette smoking 


is concerned? 


* T- 
/ * 


A. 


m sorry, yes 


sir. 


] 


Q. 


And there were only 24 questions that were 


a ■ - * 


answered insofar as cigarette smoking is concerned; 


correct? 


A. 


That's correct. 


Q. 


And most]of these 


see are yes, no; 


correct ? 


20 


A. 


Yes 


21 


Q. 


I 


And if you chose to, you could have just 


22 


• • • s • 

sent out just the DSM-IV criteria; correct? 


23 


A 


Yes . 


24 


Q 


< . 

As part of your survey? 


25 


A. 


Yes . 


ZM • « U 


feUilTClIiarreTil 
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Q. 


How many questions would you have 


» - - / . 

* . • ^ - - - 

eliminated if you ;would have just used DSM-IV? 


A. 


Can I see the questionnaire? Again, my 


feeling was that none of these criteria is really a 

• • • • 

standard and so what we needed -- what I needed to 


know, what I wanted to know, is what is the 


• m 

• ** 

relationship of them 


•f 


Q. 


I understand that, but let's assume that 


you had decided just, to send out questions based on 


• mm • • • • • 

DSM-IV. How many questions would you have asked? 


\ 

z 


A. 


I could have only asked 10 questions 


instead of 24. 


* 


— 1 


• V 


Q. 


And when you got response to those 10 


'•A 


questions -- are 



se yes or no? 


T 


A. 


Yes . 


« 

4 

ft 


/: 




Q. 


When you, got responses to those 10 yes or 


no questions you could determine a percentage of 


9 ft 


1 


people you believe; that would be nicotine dependent 

» 

• • •••••••- * * • • 

1 - 
1 

at least as far as DSM-IV defines them? 


MR. NIMS 


1 


Objection 




THE WITNESS: Well, it wouldn't really 


* . - - - - 

fully -- this': kind of questionnaire doesn't 


really fully satisfy the DSM criteria. 


It 


would set a minimum standard because the DSM 


* —• _ * 

also requires you to make a judgment; that 







123 


is, there overall substantial impairment of 


personal and jsocial functioning, and it 


would also it also requires documentation 


that the self-reports are accurate and 


meaningful 


Q. 


% 

(By Mr. -Maistros) So was it your testimony 


that you could not make an educated guess or opinion 

- ' * - ‘ • • • ' r 

* . : r * : . 

■J * ' 

J "1* - 

as to how many of these people you surveyed were 

• • • • • 

i S • • • 

actually nicotine dependent based upon their answers? 


10 


A. 


Well, see, in this setting where there's 


11 


this is a pure research study where no one has 


12 


13 


14 


anything to gain or lose by their -questions. 


The 


feeling is among 


epidemiological researchers that for 


A 


conclusions about groups, when the group as a whole 


15 


* • * 

is unbiased, that teven though there may be errors in 


16 


* 

i " 

individual cases, that those aren 


going to be 


17 




systematic biases and so basically, you assume or you 


18 


can take for granted that these are probably going to 


19 


be characteristic of the population. 


20 


Nowi if you were dealing with a 


21 


22 


forensic client or a plaintiff in litigation or a 




potential plaintiff in litigation, you would have to 


23 


worry that they mi 


have something to gain or to 


24 


lose by their answers and so you would then have to 


25 


• ^ ^ . - 

have corroborating!evidence because of the potential 


■l 
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J 


i 


12 


t 


systematic bias. 


In the absence of a systematic 


bias, 


can take these answers as telling me 


1 • - - . ' • . . ‘ . . 

information about patterns of relationship and 


don 


actually than have to make a DSM diagnosis, but 


• 7 

can say the people who give me the characteristics 


^ • • • 

that would satisfy the minimum criteria, there are 


• • • s • 

this many of them ;and those have you know so much of 


this and so much of that 7 so 


can draw some 


m • '• • • 

conclusions without actually having to make a formal 


10 


DSM diagnosis . 


11 


Q. 


i • • • • . 

My question -- again, listen very 


12 


13 


14 


carefully. 


The people that responded to the survey 


i ■ 


sitting in front of you, could you determine based 


■ mu 

V 


upon their responses whether they were nicotine 


15 


dependent ? 


16 


MR. NIMSi: 


Objection; asked and 


17 


answered 


18 


THE WITNESS: 


believe -- it's hard to 


19 


20 


answer you better than 


already have 


X 


.* •_-. 


because when Vo 


ask me the question 


have 


21 


the feeling that you think that there is 


22 


something that anyone can tell you is 


23 


m m 

nicotine dependence, that there's some gold 


24 


standard, that there's some pathognomonic 


25 


W mm 

sign or indicator. 


•; • ■ • 

And what 


m saying is 


i 


V 
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1 


• . mm — • ' 

m m • • • 

we actually don't have anything that is the 


2 


definitive basis for the diagnosis of 


3 


& . . 

nicotine dependence 


4 


* 

> 


Q. 


That's a: sufficient answer. 


If you want to 


5 


say that won't te 





you ,if they're nicotine 


6 


• _ 

dependent, feel friee to say that 


7 


A. 


What it lean tell you is that did they 


8 


; Hvt 


satisfy a certain set of criteria that have been 




9 


* 


proposed as a standard. 


/ 


10 


li 


12 


13 


14 


Q. 


Let's make sure ?we're all clear on this. 


1 1 


* i 




I ' m 


not quarreling with you. You can have whatever 


I 


view you want on DSM-IV and nicotine dependence. 


* 

1 




Everyone in this room can.* Let 'b except for a moment 


l •• 






• T 


r. 


that you sent out a criteria that listed those DSM-IV 


15 


' \ b * . • . • • am • • 

criteria and you asked a series of questions and you 




1 « 


16 


got answers back. ;I assume that wasn't a fruitless 


17 


18 




exercise ? 


4 


■w 
* » 


.. * 


A. 


Correct 


i - 


• * 
% • 


% 


- * t . 


.r 


19 


Q. 


You were;attempting to learn something. 


20 


A. 


Right. 


* - 


*4 


21 


Q. 


I ... i ‘ 

isn’t it one of the 



s you were 


■" 4 


22 


attempting to learn was how. many people you sent 


4 

1 


• a 


23 


these questions out to fit the DSM-IV nicotine 


24 


dependence criteria? 


mi 4 . : 


25 


A. 


Yes . 


1 ^ V 


* 


1 

3 
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- *4 


^ • 

Somewhere back 


your answers 


believe we 


were 


approximately 300 people or 


fit the DSM-IV 


' J - . ‘ • -- 

nicotine dependence crite 


correct ? 


Yes . 


assuming you were one 


those people in 


\ 


the universe that 'believe that DSM-IV's have some 


4 • 

value, the conclusion you,can draw from your survey 


i: 


least is that 


percent 


your respondents are 


nicotine dependent 


MR. NIMSi Objection; 


mischaracteri 


s 


Mr. fyiaistros) 


I 


asking you 


Tell me -- 




• ■». 

Well, thie way -- I agree with the way you 


said 


just 


m 4 


moment 


which was that 


percent -- about 


percent 


them satisfied the 


. I.* 


. 4 


diagnostic criteria 


DSM-IV for nicotine 


dependence 


prefer 


say 


• * • 

that way 


don 


t 


want 


argue that any more, Bob. 


I 


accept that. ,You obviously don 


I 


agree that 


those criteria establish nicotine 


ce - - 


l . 


Correct. 


-- in any setting? 


Correct. 


Regardless 


findings? 


i 
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1 


A. 


Correct jand 



ially without independent 


2 -: 


2 


corroborating evidence 


3 


t 

i 


Q. 


Interviews,.patient histories, everything? 


4 


A. 


Right. 


5 


6 


Q. 


But even if you had all those, you're of 


%;• t 


the opinion that the DSM-IV for nicotine dependence 


- H 


7 


8 


really has limited■value? 


£ 

£> 


A. 


Correct. 


•f 


9 


Q. 


• 4 


Okay. I'm accepting that, so I use the 


10 


11 


term at least when you 



% • • . i • * • 

this survey you learned or 


i 


opened to learn what percentage of the population 


12 


13 


14 


J 

satisfied the DSM-ilV nicotine dependence criteria? 




Let's not get into whether or not they were 


dependent ? 


f 

% 

.1 

e 


15 


16 


A. 


% m m 

We ' re in; good 



ement there. 


,4 

i 


Q. 


300 or some people satisfied the nicotine 


17 


l 

dependence criteria; correct? 


18 


19 


A. 


Correct. 


? 


Q. 


How many* of those 3 00 or some odd 


20 


21 


respondents also satisfied the nicotine withdrawal 




criteria of DSM-IV? 


22 


A. 


32 percent of people who are daily smokers 


23 


24 


25 


mm “ 1 • 

• T " m m 

indicated that they had had trouble working or 

x • • • • ... . • • 

* * #• _ * * • • • • 

V .. r 

* » -. . — - 

enjoying their usu^l activities, and 17 percent 


J ■ 


actually then had 


* * 



that they had enough 


i 

I 
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i 


' * 


1 


^ m m 

problems that they would meet the DSM-JV criteria for 


2 


withdrawal. 


3 


Q. 


t 


Let's make sure we're still talking about 


4 


the same 32 percent universe. You're saying 


5 


32 percent of the respondents or 32 percent of the 


6 


I* 


300 and some that said or that qualified as being 




i . v- 


7 


under DSM-IV for dependence? 


8 


THE WITNESS: Let me just double-check 


9 


my denominator just to make sure I say it 


10 


right. Yeah,! 32percent — well, 17 percent 


ll 


12 


13 


of the people who were daily smokers when 


J 


they stopped reported symptoms - - reported 


••r 


: 

symptoms that' meet the criteria for 


14 


V ■ 


withdrawal, 17 percent. 


15 


16 


17 


Q. 


A. 


smokers , 


But - - 




: t 




w l : 


That's based on those who are daily 


A 

i 


■zv 


.V . 

J • =1 

• * 


18 


Q. 


I don't want to be talking apples and 


19 


• . . » •• - 

oranges here. We've got us down to the 300 and some. 


20 


Was it not those minimum that satisfied the DSM-IV 


21 


^ C 

for nicotine dependence? 


22 


A. 


• • • 

No, no, that got us to -- it's 17 percent 


^ 9 


23 


of the daily smokers. 


24 


Q. 


Okay. 




25 


A. 


And the dai 



■ ♦ * 

smokers represent, I believe, 


9 

* • 

5 

** 

J 

* 

! 

i 


« i 




12 
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1 


it's 46 percent of the general population 


2 


3 


Q. 


So in a -- if you could apply to it to the 


. < 


general population, what you're saying is if these 


4 


5 


6 


results statistically could be applied across the 


V 4 


board to all smokers, daily smokers 


A. 


Yes . 


* 

7 


* 


7 


Q. 


t. - - ! . * 

-- 17 percent everything else being equal 


8 


and if it was a fair survey? 


9 


A. 


Right. 


10 


Q. 


And correct demographically? 


11 


12 


13 


A. 


Q. 


Right. 


! 


17 percent of daily smokers would 


C 

* 


* 

experience withdrawal? 


14 


A. 


Correct. 


• 1 


15 


16 


17 


\ 


Q. 


Now, is ithe DSM-IV nicotine withdrawal 


• • 

3 


T . 

criteria something' you agree with? 


A. 


Do I a 


j 


3 



e with it? 


18 


Q. 


Do you have the same problems with the 


19 


withdrawal criteria that you have with the dependence 


20 


criteria? 


21 


22 


23 


A. 


Well, I have problems characterizing it as 


I 

*1 


a withdrawal syndrbme, but as long as we recognize 


that that's what a committee has proposed as the 


24 


25 


• • * ■ " • 

punitive withdrawal syndrome for nicotine dependence, 


what this tells me 1 that, in fact, that is not a 


i 

* 

t 


i. 
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3 


13 


1 


J 

i 


consistent syndrome, but it occurs only in 


2 


17 percent. 


3 


Q. 


I understand that. 


4 


A. 


But I do -- I will accept that a 




a 


5 


reasonable description based on the symptoms that 


6 


people report when they stop cigarette smoking. 


7 


8 


represents the kinds of symptoms that have been 


- * 




reported even though they're not very consistent 


9 


10 


have not yet done ia detailed analysis to see whether 

i 

the pattern of correlations among the individual 


11 


: 

* 


symptoms really has the psychometric properties that 


12 


would allow you to' say that this is a distinct 


13 


14 


? 


J 


syndrome. And I have asked similar questions about 


‘I 

4 

1 


people stopping o 



r habits and making other 


15 


■X 

lifestyle choices in order to evaluate the 

* •• • ‘ . 


16 


17 


18 


« » • • 

specificity of these complaints for stopping smoking 


• • i 


• . . • 

as opposed to stopping exercise or changing diet. 


i 


Q. 


Now, have you seen other studies whereby 


19 


the rate of withdrawal symptoms was measured as 


20 


ratio of all smokers who attempted 


quit? 


21 


A. 


Yeah. 



at is 





only way you can 


22 


23 


24 


r* . r * 

meaningfully ask the question, 


believe, is you have 


* 

to have people to have us 


c i g a 


ttes regularly and 


- 


then to have stopped. 


25 


Q. 


Okay. H&ve 


seen - - 


t ! 


4 

» 

J 
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1 


A. 


* 

\ 


So that 'is the way it's done. 


A • 


2 


Q. 


• 9 m 

You've sieen other studies? 


3 


A. 


Yes . 


4 


Q. 


And what percentages have you seen attached 


5 


to those studies? 




6 


7 


A. 


I haven't actually seen a epidemiologically 


fi 


based study like 



is. 


I know that there are some 




•*|i 


8 


9 


that exist in twin: studie 


o 


but I have not seen 


i 


reported data of the epidemiology Of this. kind. 


10 




That's one of the treasons why I wanted 


do i t. 


11 


lot of the reports: are based on treatment samples and 

v 1 . 


12 


are not -- don't -r can't be generalized 


the 


13 


14 


i i 

• • • • 

general populations, SO I 


V- * 



st wasn't sure exactly 






what the percentages were. 




15 


% k 


• * 




Q. 


Well, when the American Psychiatric 


16 


Association put together its criteria for nicotine 


17 


• *1 

dependence do you know 




r~F~v- 


- 1 * 4 


• > * • • 

looked 


whether or 


18 


not withdrawal was 


• >•* 


•• 




consistent pattern 


19 


people who had attempted nicotine cessation? 


20 


A. 


They did!not 


T ‘il 




comparable 


this . 


21 


• 1 . . ^ ~ • m . 

They looked at cases from clinical samples, treatment 


22 


samples. They did not 


an epidemiological study 


23 


24 


Q. 


And does ;■ not the World Health Organization 




list withdrawal as 1one 


criteria used 


25 


evaluate whether 


not 


is nicotine 
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1 


dependent ? 


2 


A. 


Yes . 


3 


Q. 


Correct? 


* % X 


4 


A. 


Yes , 


5 


6 


Q. 


Do you know what research was done before 


• = 


that organization ^determined that the existence or 


7 


not existence of Withdrawal symptoms was relevant to 


8 


the issue of whether or not nicotine was dependence 


9 


10 


producing? 






A. 


J . • • 

A few years ago I did a literature review 


11 


12 


to try to identify all articles that validated the 




• 1 


DSM or the ICD criteria, and we came up with really 


13 


no well-done generjal population studies. We came up 


14 


15 


with a few treatment studies, and so this is -- this 


5 


is one of the problems that those criteria had when 


16 


\ ... 

they were first proposed is they really did not have 


17 


a good factual basis. 


18 


Q. 


Do you khow what they relied upon in 


19 


establishing these;criteria? 


♦I- 


20 


A. 


There have been -- there have been 


21 


22 


23 


24 


25 


. • « • 4 I 

treatment studies Where people describe the symptoms 


1 


a • 


• • 

that people reported when they stopped smoking, and 


f - 


so it wa 


based on 1 those kinds of selected treatment 




samples where you f— where you can say these symptoms 


1 * 

were reported, but]you don't have any control about 


.4 

l 

3 
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m m • • 

what selection biases may have gone into how the 


person happened to get into that treatment sample 


« I 


Q. 


Now, the World Health Organization does 


list nicotine dependence as a disorder; correct? 


A. 


Yes . 


Q. 


* • • m • 

* w •* • • ••• 

And it dpes list as one of the factors in 


■i 


arriving at that conclusion that there is withdrawal 


* 


related to the use: of nicotine on cessation of the 


use of nicotine; correct? 


A. 


Yes . 


Q. 


• _ • _ • 

And thatTs also true with respect to the 


. % 
4 


American Psychiatric Association? 


A. 


Yes . 


Q. 


Is it al$o true with respect to the 


National Institute of Drug Abuse? 


A. 


NIDA also uses the same criteria. 


Remember 


.1 


you're -- that the ^reason -that those criteria are 


•» 4 • 

there is not that a lot of work has been done with 


nicotine to document them, but that they're using 


general sets of criteria for substantial dependence 


that are largely founded on concepts that come from 


studies of alcoholics and heroin dependent people 


Q. 


We can debate and obviously you have a 


r* i 


difference of opinion than virtually every 


organization in the world on the topic, but we can 


t - 


» ■ 


4 
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* 1 - ' 


1 


- - * - > * 

debate that another day. What I'm interested in just 


2 


running through the list of organizations that we can 


3 


4 


all agree sitting :in this ;room whether it's good, 


l 


- ft 


bad, or indifferent they list nicotine dependence as 


• -4 


5 


a disorder and they list withdrawal symptoms as their 


6 


* . I • . • • 

criteria for determining whether or not somebody is 


7 


nicotine dependent; okay? 


* 


8 


A. 


I agree. 1 ' 

\ 




-> 


9 


Q. 


National’ Institute of Drug Abuse doe 


10 


correct ? 


4 

4 

l 

4 

i 


ii 


12 


13 


A. 


Q. 


A. 


Yes . 


1 

4 

i 

- 

i 

i 


World Health Organization? 


Yes . 


* 

4 

7 


■ 

l 




14 


Q. 


i 


American: Psychiatric Association? 


15 


A. 


Yes . 


* 

i 








16 


17 


Q. 


A. 


American Medical Association? 


< 




Urn -- all of these organizations would 


18 


19 


endorse these criteria just by the fact that they are 


» 

•4 

7 


* • a 

part of the DSM-IVi So you don't really have 


list 


^ > 


20 


21 


the individual organizations. They all have 


use 


I 

« 


the DSM-IV, the IC£> criteria 


Unless they come 


22 


with their own criteria and none have, tho 


are 


23 


going to be by de facto. 


They 


criteria 


all 


24 


i . ------ 

those organizations you might 


25 


Q. 


- - ■ . 

Your employer has 


smoking cessation 


i 

1 


W 
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1 


2 


A. 


o 


program; does it hot? 


Yes 


1 

► 

* 

4 




3 


Q. 


What's it called? 


4 


A. 


* . . .• • . . » * * « 

mm •• « w 

Actually, they just put up posters that say 


5 


- M 

"smoking cessatiori." 


I 



't think it has a name 


6 


7 


beyond that. 


. -• •? 


f 


Q. 


Doe 




r 

yoi^r employer endorse the view that 


8 


9 


nicotine dependence is a disorder? 

^ 1 , il . 


J # 


A. 


• • 

I don't know that they've really taken a 


10 


• • • • • 

formal position on| that. 


11 


12 


Q. 


Did they follow the DSM-IV insofar as 


nicotine is concerned in their cessation program? 


13 


14 


A. 


> * 

I don't believe they require anyone to 


i 

'* 


receive a diagnosis. I t^iink that the idea is that 


15 


# • • 

we are a no smoking building and so they want to 


16 


offer this as a service to employees who want to stop 


17 


* 1 

smoking so for their convenience. 


18 


Q 


m • 

Okay. I know -- 


19 


A 


m • — 

So it doesn't require a diagnosis. 


20 


Q 


-T “ - • 

Don't this have a cessation program 


21 


actually employees:can sign up for and participate 


22 


in? 


23 


24 


A. 


As a convenience. 


* 

% 


Q. 


Well -- 


25 


A. 


S4 . 

Doesn't require a medical diagnosis or a 


* 

"T 

■f 
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i 

t 


1 


medical referral. If you want to go, you can go 


If 


2 


• * 

you don't want toigo, you don't have to go 


3 


Q. 


What isithe program that your employer 


4 


offers to help pe 



e 




top smoking? 


* 


5 


A. 


It's a fairly standard cognitive behavioral 


6 


• • 

smoking cessation type -program that provides 


7 


^ - w 

education and motivational talk and group support. 


8 


Q. 


Are nicotine replacement prescriptions part 


9 


i ■ V'. ' • : 

of that program if: the patient so desires? 


10 


ll 


A. 


They're available not required but 


- . • 


available. 


12 


Q. 


w 

Both patches and gum? 


13 


14 


A. 


I ' m 


* i 


ure 




I don't know that for a 


i. 


specific fact, but I know that, you know, you can ask 


15 


• % • • 

any physician you iwant. You can get them over the 


16 


counter now. 


•: 4 . 


17 


Q. 


Have you; participated in those programs? 


18 


A. 


No. 


• • 
t 


19 


Q. 


What department or group within the 


1 


20 


21 


22 


hospital organizes: those programs? 




A. 


\ m m • 

That's done on a contract basis by the 


i . 


hospital administration with people in the community, 


23 


24 


25 


psychologists in private practice provide the 


i 


s 


supervision and direction. 


Q. 


And you've never been asked to assist or 


l - V 
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13 


• - * . .* . * 

provide any consultation with respect to that 


program? 


A. 

I have had 

-3 *- 

i 
^ • 

some v 

• * • • 

Q. 

What for? 

; • »*•_••• 

e 

-* • 

0 m m 

A. 

Discussion 

about 


consultation about it 


assessment procedure 


and 


that was the lim 


of it 


Q. 


• v 

u 


Who developed the assessment procedures for 


the program? 


H - 

i • 


A. 


- 1 ’^ 


At this point, they really are not using 


10 


consistent assessment procedures and that's the only 


11 


thing that 


f 


discussed with them is whether they -- 


12 


whether they should or not, 


13 


Q. 


. • i • • ■ • k r 

Now, the? people that enter that program, do 


14 


15 


■ * • 

they have to pass la certain test before they're 


i 


allowed to enter? 


16 


A. 


No. 


17 


Q. 


They have to smoke a certain amount of 


18 


cigarettes a day before they enter? 


19 


A. 


No . 


20 


Q 


They have to smoke for a certain amount of 


21 


time? 


22 


A. 


Anyone who wants to go, can go 


If they 


23 


don 


: . : 

want to go, they don't have to go 


It 


24 


completely open ended. 


25 


Q. 


i - j . 

Who did you have to get approve from at the 


r —4 
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7 

i 


1 


hospital before yOu were allowed to testify in those 


2 


matters ? 


J 

» 


3 


A 


Nobody. 


i 


4 


5 


Q 


Has your testimony in these matters ever 


u 
• * 
& 


been the subject of discussion, debate, etc., 


the 


6 


7 


hospital? 


4 

j 


i 


i: 


A. 


No . 


But; that doesn't mean that some people 


8 


4 . 


might not discuss it amongst themselves, but there 


I 


9 


never been any official discussion. 


10 


Q. 


■ _ 

Now, the use 


the 


rase - - I mean 


11 


there's nicotine dependence. 


the 


catch all 


12 


substance dependence 


the DSM-IV? 


there 


title 


13 


category above all types 


chemicals? 


14 


A. 


Right / 


1 


substance dependence. 


15 


Q. 


fair 


say that the criteria for 


16 


• • • • 

determining whether somebody is nicotine dependent is 


17 


similar 


s 

whether' or not they 


I 



dependent on other 


18 


substances? 


“ * I 


19 


MR. NIMSi: Objection. 

3 . • ‘ . 


20 


THE WITNESS: Would you 


the 


21 


question? 


22 


Maistros) that's very poorly 


23 


worded. 


there 


i 


•i * . * • • 

iteria for substance dependence 


24 


independent 


nicotine dependence? 


J 


25 


I've £>een saying 


peatedly, the 


I 


one 
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1 


general set of criteria for all substance dependence 


2 


3 


4 


Q. 


Right, j 


I 

* 


A. 


And then the effort is made then to have 


J 


every substance then follow that same outline. 


5 


Q. 


w — - # • 

But theie are, are there not, specific 


6 


. 5 


criteria for nicotine? 


7 


A. 


No, actually, there's one set of criteria 


8 


for all substances. 


There's a discussion in the text 


9 


m w 

of DSM-IV that points put the difficulties 


fitting 


10 


11 


some of the criteria to nicotine, and the 


J . _ 


suggestions as to iwhat might count as something that 


12 


’ 1 * 

is characteristic of nicotine or tobacco use that 


13 


• _ • 

would be similar to the general content. 


For 


14 


15 


example, change smoking is used as an indicator 

• j . -L . •• •* 


t 


people going out of their way to obtain the 


16 


•i 


substance. 


17 


Q. 


• • ■ 

• • 

But whemyou, for example, list on your 


18 


19 


insurance claim forms or bill the Government for 


J 

% -m 

I 


services you perform, in those 


occasions where 


20 


21 


*) ‘ " ... - 

you might diagnose somebody with nicotine dependence, 


- — 


• «• ^ * * • * * s • ■ • * • 

would you list a substance abuse code word or would 


22 


• m m m 

you list a specific nicotine dependence code? 


23 


24 


MR. NIMS ^ Objection; 


■ • 

believe 


I 


• I 

y 


already testified he can 


I 


cal 1 


25 


4 


having that oh a claim form 


•I 


hllp://legacy.library.ucsf.edu/lid'plr07a00.'’pdt 


i m 


vi W A Ml IvJ 


51770 0686 







14 


1 


Q. 


(By Mr. ] Mai s tiros) Well, I said if you 


2 


i • 


would, what would you list? 


3 


A. 


a . . • • 

There are specific codes for individual 


4 


5 


t • • • 

substances and there's a specific code for nicotine 




that's different £rom 



others . 


6 


Q. 


r • • . 

So the pSM-lV insofar as nicotine is 


7 


I i ” ... _ - - • ■** 

concerned, is your problem that nicotine is attempted 


8 


to be placed as a ‘dependence-producing substance or 


9 


10 


i 

that the specific criteria for nicotine dependence 


s. 


- ... • a 

are not very helpful? 


11 


A. 


I'm sorry, would you repeat the question? 


12 


13 


14 


Q. 


The problem you have been talking about 


i 


today and in your other, depositions that you have 


.. 

- . i 


with nicotine dependence insofar as DSM-IV is 


15 


/i- 


concerned, is it related specifically to the criteria 


16 


: •» 


for substance dependence or nicotine dependence? 


17 


18 


MR. NIMS.J 


•I 


i 



ection. 


THE WITNESS: 


U 


Nicotine. 


19 


20 


21 


MR 


MAI S.TROS: Do you want to take a 


break? 




t 

♦ 


f 

% 

4 

* 

1 


• % 

(A short break was taken.) 


22 


• * * * • • 

(A certain document was marked 


23 


Exhibit Number 5 for 


»•« — 


24 


25 


Q. 


identification by the Reporter.) 


i 

t 


(By Mr. Mais tiros) I’m going to mark as 


I, 


i * 
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Exhibit 


the National Health Study II Lifestyle and 


Health questionnaire you've talked about in some 


detail that you took out of the Hoskins file. 


think we're only talking about pages 22 and 23 


And 


you identified if you just asked the DSM-IV 


questions, you coiild eliminate or get it down to 10 


questions; correct? 


A. 


Yes . 


Q. 


% * V , ( - 

Do you know which 10 those are 


A. 


Yes . 


Q. 


Just by number? 


A. 


It would, be 13 through 23 except for 14. 


Q. 


You wouldn't use that word "addiction"? 


A. 


Correct . 


•. * • • 

That was just added in order to 


see what people mean when they say that get some 

# * • • 

I . . • 

0 * 

• * * • * 

general sense of what its prevalence was. 


Q. 


Now, do 


• • 

understand also that by these 24 




questions you have questions built in here to 


• • • a • • 

determine whether br not at least the respondents fit 


4 / ■ • • • 

the criteria of withdrawal symptoms related to 


nicotine? 


A. 


Yes . 


Q. 


^ * * - # , . 

And are those withdrawal symptoms out of a 


specific test? 


A. 


DSM-IV. 
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1 


Q. 


And they are withdrawal criteria for 

. . - - - 


2 


nicotine? 


3 


A. 



8 . 


\ 

i 


^ - 


i: 


4 


Q. 


Why did you - 


5 


A. 


And thode are 



cific to nicotine. 


6 


7 


8 


Q. 


And why did you select DSM-IV4 in 


I % 


determining if yoijr respondents experienced 


i 


withdrawal symptoms? 


I * 


9 


A. 


Because 'those are the DSM criteria that we 


10 


ll 


12 


use officially in the United Statesi 


\ 


Q. 


And they are recognized are they not in the 


scientific commun 


1 - 
I 


9 • • 



as being reliable? 


% n TT 


13 


MR. NIMS: Objection. 


14 


15 


16 


17 


18 


19 


20 


21 


22 


23 


24 


25 


THE WITNESS: Well, no, I wouldn't go 


? 


.i 


that far. 


Q. 


(By Mr. 


i 

/ 

/ 

4 



m m • • ^ • 

• • • • 

stros) Are they recognized by 


• •! 


the American Psychiatric Association? 


A. 


For clinical use, but that doesn't 


•9 . 

necessarily mean t;hat it ' s psychometrically or 


. 9 • m mm 

scientifically reliable and valid. 


Q. 


m9 mm *• 

Did you belect the best and most 


I - 


• * 

appropriate criteria that you could when you prepared 


thi 




questionnai 



A. 


Yes . 


Q. 


So at least 


- - 



the summer of '95 -- was 


I 
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that when you did fthis? 


Yes . 


least 


the summer 


I 


95, 


was your 


opinion that the DSM-IV offered you the best criteria 


for evaluating whether 


■ >: 


not somebody fit the 


. ir 


definition 


having withdrawal symptoms related 


nicotine? 


t 


Yes . 


. • • • •* • ^ • • • 

And whether or not they 


i 


nicotine 


dependent ? 


Yes . 


! 


MR. NIMS : Objection. 


(By Mr. Maistbos) Now, 

: : - ' 


which 


these 


questions tell you 


or not somebody 


• • * • • • «• • • 

experienced withdrawal symptoms 


lated 


nicotine 


cessation? 


Question 


and the ones that follow it. 


When 


said yes 


moment 


f it 


I 


subject 


the 


n ■ 


same qualifiers that we had before when you asked me 


about 


someone whs nicotine dependent. 


take that 




mean satisfying? crite 


and we 1 ve 


ady 


discussed several times that 


think the 


are some 


limitations 


criteria, 


But 


forced you 


select 


criteria and if you want 


scientific survey 
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such as you did 


1995, out 


the universe 


* • i ^ * 

criteria you would select the DSM-IV's? 


Well, but remember 


selected this in order 


try 


• m 

evaluate the adequacy 


those criteria 


1 


still in the process 


-5 • 


doing that evaluation 


Those are the criteria that 


wanted 


evaluate . 


wouldn't take theni 


standard and saying that 


they're -- 


I 


» • w • 

not so much that they' 


the best 


wanted 


characterize the official criteria and 


i 

i 


see just how well they work and what the 


inte 


lationships 


a 


between alternative criteria. 


When are in your findings going 


published? 


i 


I 


J • • .«*•••• 

actively engaged in analysis 


these 


now, and 


think 


will probably take another -- 


would think over 


next year that we 


I 


have 




publications prepared from this. 


Now, how are you going 


test whether or 


* ~ • • • 

not their responses met your definition, your 


definition 


adequate criteria? 


! 


There are 


number 


things that 


can 


here . 


One is 


m 

describe the patterns 


agreement or non-agreement.between alternative 


criteria like the Fage 


and the DSM. 


Another is 


evaluate the patterns 


correlation among the 


ht tpy/leqacv.library.ucs<.eduyti^/plr07a0Q; 
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1 


t 

t 


criteria. In other words, if this is really a 


2 


3 


4 


syndrome, do those symptoms correlate with one 


•1 . 


another, so that the scale has what's called internal 


3 


consistency. 


5 


Q. 


Were you actually going to interview the 


6 


7 


8 


respondents? 


A. 


% ' 


? 


I don't plan to. And then the other thing 


> 

•1 


I 


that this questionnaire is designed to do is to help 


9 


me evaluate the specificity of these kinds of 


10 


11 


i 


patterns of response by comparing the. difficulties 


« 

■ • • _ _ 

people have or don't have with cigarette smoking and 


12 


13 


14 


15 


16 


3 . • • . 

those that they have when they start and stop 


« * f 


exercising, change; their diet, change their stress, 


and so on. 


t 

-i 

* 

i 

t 

i 


i • 


•r 




\ 


Q. 


What was the overall larger purpose of this 


• i 


study? 


17 


A. 


• • m • •• 

Overall purpose was largely twofold. 


One 


18 


% •• *•* • •• 

is normative analysis -of personality structure and 


19 


the relationship of personality to a wide variety of 




20 


lifestyle choices,jincluding exercise, diet, stress 


21 


management, cigarette smoking, alcohol use, and to 


22 


i 


evaluate patterns Of decision making with regard to 

i \ - - - - - 1 " 


23 


24 


25 


f ! . . 

lifestyle choices like those. 


1 ■ 




Q. 


You've done 



surveys in the past; 


have you not? 


f 

i 
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14 


i 

t 


1 


2 


3 


4 


5 


6 


7 


8 


9 


A. 

Yes . . i - ■ ' : - 

- ^ •• ” • - 

. v m . " 1 

Q. 

— J • ■ ” * * a * 

Many titftes; right? 

. • T . ■ "t* • • 

... . — ■ • . 
r • " y • •• 

- j ~ ^ i 

A. 

• . ••••«•*• £ m 

Yes, ■ J 

^ * ?• 

A • .... • 

• 1 J - * 

Q. 

* k * J 

- 4- — - — • J _ . . . 

How many times have you 

• • _ _ " i * *" 

•M • ' * - • ’ * * * 

♦ ^ ‘ • 

on ciga 

4 % * * 

• • • J • . . • •»: s 

; J 4 =: ; . ' ‘ 

rette smoking? 


included a section 


l « 




. - - -i 


A. 


Let' s see , 



• - r r 

S is the second time that I 


• - w • 


- 


• * 

— 






included a section on cigarette smoking and -- yeah 


1 


- -v 


Q. 


I 


this more -- and the first time was in 


4 


- I . 


your paper that you've identified as Exhibit 4? 


10 


A. 


4 , 

Correct,; the year before, 


ll 


12 


13 


Q. 


Are the 



stions in' this questionnaire, 


Exhibit 5, more extensive than they were when you 


. I « 


» • • ? 


prepared Exhibit 4]? 


14 


A. 


Yes, they are 


15 


Q. 


• - 4 r . . 

Insofar jas cigarette smoking is concerned? 


16 


A 


That's correct. 


17 


18 


Q 


i 


Why did you ask the question, of the 


respondents, do you feel you were ever addicted to 


19 


20 


21 


22 


23 


24 


25 


smoking cigarettes? 




A. 


The word;"addic 



tl 


has come to be used so 


i 


broadly in our society that it can be applied to 


• f . • s 

almost any behavior that's repetitive, including 

• a ■ • • • 

% 

J * • : 1 * 

* i ‘ 

gambling and eating chocolates, .and so on. So I 


a 


wanted to see what characteristics people have in 


f 


terms of Fagerstrom and DSM criteria when they say 


<J1 


<S> 

O 

KO 


] 

1 

3 

• a 
» 

7 

* 












t 


14 7 


1 


“♦••••• * 

I'm addicted to smoking. That would give me more of 


2 


a feel for how is that word being used with regard 


3 


« w a s * • 

to -- with reference to cigarette smoking because it 


4 


5 


6 


7 


8 


9 


10 


11 


can 

mean 


Q. 

* 

one, 

is 

fit 

the 


A. 


Q. 


A. 


Q. 


so many different things. 


The overall goal is it not is twofold is 

• • • 

6 

_ ^ • 

to determine how many people responded that 






dependence criteria? 


. - • 


w w 

I . :v 


Yes . 


* , *•• •. • • • 

And two, is the withdrawal criteria? 


i • 


Yes . 


And you believe that whether or not 


12 


13 


14 


15 


16 


17 


18 


19 


20 


somebody responded that they thought they were 


I. 


addicted would she^d light on that? 


•Y- 


1 

1 


A. 


I honestly just didn't know what people 


* 


5 


•j . ——' • 

meant when they sa'id it, and 

* • 

so this was a 

way to ask 

a broad 

set o 

4 ' ‘ \ 

f questions and 

■j - - • • '••••■. 

• 

then just see 

# % 

okay 

what 

does it 

mean . 

t « • 

f • * t 

i 

• 

1 

2 *• 

i • 

•« — 

i ; • - • 

• 

• • • • 

• 9 

4 . • 

• 

% 



Q. 

Did 

' 4 ... • . % . . 

the -- 

H * a'L. • • • 

? .. * 

. 

- 1 . ? 

■ 

. . • 

• 



A. 

I ' m 

— 

4 . . : 

. 

• 

not sure . 

4 " % •«• 

% * - .. 

- 

f 




Q. 

Did 

the percentage 

of smokers that fit 

the 


21 


22 


23 


DSM-IV dependence 'criteria — what percentage 


answered that question yes, I feel I've been addicted 


i • 


to cigarette smoke? That's not how it's phrased 


24 


25 


exactly, but it's question 14. 


A. 


^ - 

Yeah. Tp the best of my recollection 


* 

> 
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1 


80 percent of people who were daily smokers said that 


2 


they had thought they were ever addicted whereas 


3 


50 percent of pe 



.A 


e actually meet the DSM 


4 


50 percent of those meet the DSM criteria for 




5 


dependence 


So the word "ever addicted" or the 


6 


• + m • 

phrase "ever addicted" is being used much more 


7 


8 


1iberally. 


T 

i 


Q. 


But did {LOO percent of the people who met 


9 


10 


* 

the DSM say they felt they were addicted to smoking 


cigarettes? 


1 

\ 

* 

* 


J 

I 


11 


A. 


.i .. .;.i* . . —s'. . - •• • ..... j. 

I actually don't think I've made that exact 


12 


cross calculation.. My impression is that there's a 

1 * I • . • f • ... * • f 


• M 


13 


strong overlap, but I'm not actually sure. It's 


14 


something I can do! in the future, I haven't done it 


15 


yet . 


16 


Q. 


i 


Did you £ive consideration to asking if 



17 


18 


19 


these people that they thought that cigarette smoking 


\ 


J.. . 


was a habit? 


f 


A. 


Well, what I did was to choose -- it 


20 


21 


wouldn't have worked in this interview because -- in 


J 

A 

1 


^ • • - * • * “ • 

this questionnaire!-- because I had limited it to 


22 


23 


• 0 

those people who were already daily smokers and so 


•t 

1 


being a daily smoker is almost by definition a habit 


24 


1 

* 


and daily, in fact, that is the term is sometimes 


25 


used "habitual smoker" or "regular smoker" that's 


4 


51770 0696 






149 


often used interchangeably with daily smoker. 


So 


given the way 


4 = ^ ■ 

seit the interview up 


it wouldn't 


have made sense to ask that question. 


Q. 


Did you Jgive consideration to asking these 


* s •• • m m m • • mm m • * # 

daily smokers if they were dependent upon their 

& * • 4 9 m 

• * * • 

« 7 mm 

• , - . } s . • . • • • 

* I * . *. 

cigarettes? \ 


A. 


Actually, 


--it just didn't occur to me. 


1 


We were trying to,j you 


, have a limited number -- 


a limited amount of time and those questions just 


10 


- - • . - — 

didn't jump to my mind when 


was putting the 


11 


12 


questionnaire together. 


i 


Q. 


Now, the questions 13 through 23 are those 


13 


the ones that if you limited yourself to DSM-IV, that 


r * 


.y 


14 


■f - ' - ■ 

you could ask and determine if they met those 


15 


nicotine dependence criteria? 


- t. ;■ 


16 


A. 


Well, those questions do correspond to the 


17 


18 


19 


DSM criteria. There is no official guidance as to 




If- 


1 • 


how you would phrape questions like that, but that 


4 J 




a conscientious effort to do so. 


20 


Q. 


7 -‘*1 • 

And how many of these questions would a 


21 


* • 


respondent have to t answer-yes to fit the DSM-IV 


22 


nicotine dependence criteria? 


* 


23 


A. 


Let's see, if 


can look at it. 


It 


24 


actually isn 


that simple. 


I'd actually have to sit 


25 


down with the criteria and work out the code. 


The 
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1 


ason is that among the 


criteria for 


dependence you can satisfy some 


them two way 


and 


so there are 


couple of -- there are multiple 


^ « • ' . - — - • • " • 

k J m • • • m • • 

questions that could fit. You could have both -- you 


• 1 


could have two right but only 


one count toward 


the criteria, so 


I 


have 


sit down and work it out 


on paper and pencil, so 


can 


I 


give you 


certain 


L 


number off the 'top 


head. 


3 


answered yes 


the question, have you 


; 


ever used nicotine' gum or skin patches 


stop 


i 


smoking? 


Well, you know the criteria for DSM is that 


3 


you have 


have 



ee 


** 


seven, I believe, features 


in addition 


clinically significant impairment 


overall. 


i 


Are therie any 


these ten, 


questions 


actually, that you : could check off as saying pretty 


much track the DSM-IV criteria? 


No . 


- # • ... - ... 

But you based upon them on the DSM-IV 


criteria? 


Yes . 


• * 

that because people 


spond -- lay 


people would betted understand the way you phrase 


* 

questions as opposed 


how they' 


phrased in the 
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DSM-IV? 


A. Well, the DSM-IV doesn't actually give a 


clinician questions, it gives a behavior and then 

r: • 

,* T - t » | ^ . m m • 

1 ' ' * " 

I * • * 1 

it's left to the clinician to figure out to ask the 

3 : “ 

^ • • 

question to elicit- a meaningful answer. And if 

• mm W * • 

• • 9 mm 

• * r . . 

T ' . - 

d • . . 

t m • . m 

m 9 m m m 9 

• V * • , 

you're making a questionnaire up, you have to figure 

► * • % _ 

• • 

• • 

• • _ 

• i •••*-•• — 

out a way that the question will be clear to a people 

T — . • 

t 7 

\ • • . \ . . 

.f * 

• * . * • . . 

• • • 

• m m m m 

with a wide range ;of reading abilities and 

i • 

, _ t # • 5 - ’ . 

* • • • 

• • • • • 

• ■ •• • m m 9 9 m 

backgrounds and have it be answerable in a simple, 

i . • *•• • 

••• i :r ,. • f •• • . , . * 

•. . • 

yes, no format, so .it ' s a bit of an art to do this. 

j ‘ •• 

i ■ ..." \ 

• • 

s 

Q. Did your decision to limit the application 

: • ’ -■* ' 

• • • • • 

« " • # ' 

of these criteria to daily smokers -- is that 

! 

1 . 

... 3 - • . . .... ■ .• . : 

something generally recognized that if you're not at 


least a daily smoker, you don't ever have to get to 

% • " • • « • 


the DSM-IV's? 


A. I don't think that the concept of 

► r 

. i ( ; • : 

• m .} m % • • 

• • * ^ • • • 

dependence can be applied very well to people who 

'• t * * • 

* •« • • *• • * , r . 

I * • # 

i .... - - r , 

aren't at least daily smokers. That doesn't mean 


that everyone who's a daily smoker is dependent and 

* •• • * • • • • • • • ' • 

.% . * . _ • _ • • 

• • • • • • 

it doesn't mean that you couldn't -« I could imagine 

r - v - w/ 

r‘ -r t /*-■' - - - - ' • ■ ' - 

M 9 m m 9 

that people could begfin to talk about or think about 

1 c. . / ' • ‘ : • 

* * • 

V i-* ’ 1 .. : ... . * r 

I . • ; • 

dependent behaviorjin people who aren't -- don't do 

• % • • 

• • * 

1 '• 

* - -• - -r - 

* ^ 

something daily. For example, gamblers are sometimes 

l ■’ • ' • • “ 

• • •" ™ " * 

i • ■ : 

j _ • 

said to be addicted to gambling or to sex, or people 

.{ m m • s 

« . . 

^ ■-J- - * • • • : - 

- ' j - “ - • ■ - * fk < • • ^ - : • - • 

are sometimes saidjto be addicted to sex. Now, that 









doesn't mean that ito be dependent on gambling or sex 


or chocolates, you have bo do that everyday. But I'd 






say it was a reasonable decision, but not one that's 


t 

beyond all question 


Q. 


Now, the 50 percent or so that met the 


4 


, ’ 1 y 
» • \ 


DSM-IV criteria for nicotine dependence, how would 

i * ... 

T ’ 

« .. • . - v * . - 

you describe those people? I mean once they 


] 


• • • / 


satisfied that criteria, assuming you espouse the 




I 


'» % 


view that DSM-IV h;as some accuracy or validity; would 


1 

1 

% 

i 


it be fair to describe those people as meeting the 

* I* a a " • 


American Psychiatric's Association's definition of 


fj T ’ 


• • ■ . i. ■ , • • . j m ~ 

nicotine dependent people minimally? 

• • • a 

• J * \ * - 

• # <4 J •• • • * . . 

• • # • ’• , • • * * : — r . . 

MR. NlMS.j . Objection. 


i 


THE WITNESS; To meet the criteria you 


4 . 


• 9 




would at least have to do that and then as I 


I • . 


said there are some other things that 


'. *vr 


require judgment about over overall clinical 


impairment significance that I'm not able to 


. i 


do is in a questionnaire survey like this. 




So I would take this as a proxy for those 


r 


• • f 


criteria reasonable to do in a questionnaire 


- * 


survey of the; general 1 population,like this 


% “ ,* - 1 . * - _ * 

where there's no reason for bias but not 


<s> 

vj 

<s> 

<s> 


necessarily upable as it is in a clinical 




population or a litigant population. 
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15 


'l 

* 




1 


Q. 


What is the purpose of question 24, since 

T * - 1*1 


2 


you started smokirig daily what is the longest time 


3 


you've gone without 



anything? 


- T 


4 


A. 


Can I look at it again just to -- oh, okay 


5 


I wanted to get information about something that is 


6 


7 


i - - - . . * • 

unclear in the literature, which is the frequency of 


* 


- * . 


abstinence in pe 



e who are current smokers or 




8 


1 -r 


h v ^ . j- r 


former smokers, anid to see how that's related to 


9 


f ... 

other dependence - related behaviors to see whether we 


10 


2 


can predict -- whether there was anything that would 


ll 


predict duration of abstinence. 


12 


13 


Q. 


Now, somewhere in your testimony whether it 


i. 


B 

was today or in anipther ^deposition I believe you 


14 


expressed the view; that 



— ♦ 


do not believe smokers 


15 


develop a tolerance to cigarettes? 


16 


17 


18 


A. 


I • 

What I said was that people smoke 


i 


cigarettes in -- my statement I said that people 


• ? 


often smoke the same number of cigarettes for years 


19 


• • _ 

• f • • 1 * 

without reduction in their pleasure from that. 


20 


Q. 


And what questionnaires have you done to 


21 


r 

establish that fact? 




- 


22 


23 


A. 


Actually, that is based on clinical 


1 


. * 


interviews with a large number of patient 




and 


24 


friends. It's the;common report that people often 


25 


1 

will go many years smoking the same number of packs 


t 


- t 
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cigarettes or numb 




cigarettes per day and 


indicate that 


enjoy it. 


That i 


very 


consistent history. 


And 


that course 


that clinical 


search that you ;did or dlinical answer 


and 


• # __ _ . 

questions sessions, whatever you want 


call it, did 


• 1 . ; • ’ —• : • • 

you ask these people for how many years they smoked 


• ? 


the same packs versus when they started 


smoke the 


• 9 9 

same packs versus the type 


cigarettes they smoked? 


Yes . 


4 ^ 


you have any literature that documents 


! 


those answers? 


There are - - I've certainly read 


number 


i 


studie 


haven 


I 


seen complicated curves that 


1 


* 

demonstrate what the 


# » 


progression 


the 


plateau is but 




impression from the bits and 


v 

? 


pieces that 


can 


together is that people vary 


some but depending on 


! *. 


ir lifestyle situation, they 


often get 


4 ( • ( * % 

plateau that then remains stable as 


-T - -- 


• ' * ’ i C * - 4 * - 

long as there are ho other major changes 


their 


f - - 


lifestyle 


That 


I 


an impression. 


u*. 


Now, thej rate 


progression 


the plateau 


r' * 


have you done any 


determine what that 


that 


scientific term "rate 
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progression”? 


155 


A. 


s 

Well, yes 


Q. 


Does tha;t like you smoke your first 


cigarette when you're 12 and then by the time you're 


17 you're smoking ,a pack a day? 


A. 


Right. 


iThe reason it's difficult, 


guess, 


l ' 


is the issues are often influenced by availability 

- _ 

-» • 

• _ _ • 

”4 • • • 

M 

and depending on the age that people start, there may 

i •• - * t 

. i - * ~ 

% . * * ■ *• • 

i ;?L *. *. 

be, you know, the iamount of money that you have, your 

A 


10 


access to it, your! age, and so on can serve as 


ll 


. i 

deterrents and so it 


I • 

think difficult to interpre 

f ’ * 


12 


the existing data because those variables can 


be 


13 


precisely quantified and controlled. 


14 


. -a* * 


Q. 


Have you^ seen any research where people 


15 


• • • • 

when they begin to smoke smoke less cigarettes per 


16 


day than they do after they reach the plateau? 


17 


A. 


f * • . % 

Do people increase you mean from what they 


18 


19 


4 


smoke on their first day to what they smoke -- 




Q. 


Yes . 


20 


21 


A. 


- - on the last. 


Well, yes 


of course, 


•f • * 


1 


there's an increase and the reports are that this is 


22 


. m • | 

largely due to some rapid development of tolerance to 


23 


24 


■ •• • • a a * 

the adverse effects of smoking but that once people 


5 


become tolerant to the adverse effects, that actually 


25 




there's then a very stable period where people go for 
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many years in 


smoking the same 


same number 


ciga 


ttes per day. 


-v • * . > 

Have you, seen simil 


research with respect 


< 


alcoholics? 


Yes . 


Have you seen similar 


search with 


spec t 


heroin? 


•! 


Well, some. 


When 


say similar 


search, that's where 


you begin 


^ ■ ■ 

cer.tain level, increase, and then 


plateau? 


* 


-huh. 


i 


You've seen that for alcohol? 


Yes . 


You've seen some for heroin. Have you seen 


■i 


for cocaine? 


Yes. Now, please understand that with 


saying yes 


that! doesn't'mean that the patterns are 


1 ' 


the same for those substance 


as for nicotine. 


fact, the evidence 


the contrary that 


those other substances 


get the same 


* • • 

anxiety reduction from those substances that 


for 


at ion 

or 

there 

is 


pattern 


progressive increase indicating 


tolerance 


> • 

the pleasurable effects 


those 


substances . 
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Q. 


But those substances I listed there’s also 



J . . ' • f : 

search which indicates is there not that 


a certain 


•3 


plateau is achieved at some point in time where there 


*: • 1r 


is minimal increase in intake? 


A. 


. . . • • • • e- p j • .... - — 

No, people actually, quite the contrary, 


that’s the probleni with things like cocaine is that 


people just keep increasing the dose until they 




literally pass out or die 


w 

1 


from the effects. 


Q. 


How about alcohol? 


. * - 


A. 


* » 

And heroin also, alcohol also. 


■i- 


Q. 


Is there tolerance developed with respec.t 


to cocaine? 


a 

i 

i 


A. 


Yes, definitely. 


r 


Q. 


* ■ 


Is there tolerance developed with respect 


to alcohol? 


4 

4 


i 

« 


A. 

Yes . 


• 

• • •• 

a • 

* 

• 

• • 

* * • 

• 

/ * 

-t 

• 

• 

• • • 

. 1 * 

• • • . 


e 

Q. 

And 

is 

*• 

• 

• 

there 

. ^ 

J 

• 

• 

tolerance 

developed 

with to 

heroin? 



• 

* i. • • • - 

• • •• 

• % 

• 

• • 

• • . r . 

• 

• 

• • • ^ 

0 


• • 

• • 

• 

1 


A. 

Yes . 

• 

4 

* ’» . *. 

• % • • 

• * • • • 

t I 

t 

• 

• 

• 

‘ * ! 

1 

* * * * 

• 

* - 

• . " 

9 


Q. 

And 

is 

* * ? x - 

J 

^ • 

there 

a# 

1 

• • . i / 

tolerance 

developed 

with 

respect 

to nic 

otine, whether it’s 

t * - * * * 

at a different 

level or 

not ? 

I ’ 

C m 
- < • 

i 

m not 

interested 

right now 

in the 


t 


- * — * 


level, I’m talking! about tolerance. 


■ J i : 




l / 


A. 


Well, there are reports that there is 


-- there may be some development of tolerance to 


some 
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1 


the pleasurable effects 


nicotine and that you see 


J . 


patterns 


• • ♦ 

dosage’ increase initially. 


The 


difficulty is that 


seems that that could also 


explained 


• i ® ... 

the development 


tolerance 


the 


adverse effects 


4 : r. - r 

nicotine that may be -- that 


think is hard 


unconfound from the development 


tolerance. 


What 


% m m 

think you can say what's unique 

* - - J' - ® 






about cigarettes is that with heroin and alcohol and 


cocaine, adults continue 


have 


increase the dose 


i 


they use 


on 



basis in order 


get the 


T t 




same pharmacolo 



effect, 


ereas with nicotine 


adults 


for decades smoking exactly the same number 


* r 


•*# 


cigarettes, not having 




increa 


and still 


I • • * 


report the same enjoyment from daily smoking. That's 


quite unique among substances. 


1 • • 

What tolerance studies have you done on 


nicotine? 


* - 


That 


limited 


ading 


the 


literature and also asking people whether they have 


to -- whether they:' ve 


the number 


cigarettes that 


I 


-iS • 


I 


over the years and 


whether they 


I 


still enjoying 


as much as they 


used 


“ « 


when they first started smoking 


that 


level . 


I 


ve often;asked 


question 


patients 


- * 


and friends that 


know and consistently find that 


. 1 ’ 


r . 


: 
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1 


I 

unlike other substances they report that they go for 


2 


long periods of time and still enjoy it. That's 


3 


•" * * . . v 

quite distinct frpm all the reports that I've gotten 


4 


asking similar questions about other chemicals, other 


5 


6 


substances. 




* 

• * 


Q. 


Do you know what research Reynolds or any 


7 


8 


other defendant has done on tolerance to nicotine? 


* 

f 

J 

* 


A. 


NO . 




9 


10 


MR. NIMS: Objection; lack of 


* 

» 

\ 


foundation. 


11 


Q. 


J 

• • 

(By Mr. Maistros) When you elected to put 


12 


13 


14 


in a section on cigarette smoking in your 1995 




■ m , *' . 

survey, did you run that by Jones Day? 




A. 


No, I didn't. 


15 


16 


17 


Q. 


Was your interest in cigarette smoking 


i 


peaked in any manner by your involvement in 


- 1 \ 
3 


testifying on behalf of the tobacco defendants? 


18 


A. 


Well, I think that the first issue for me 


19 


was that I wanted to measure lifestyle choice, and 


20 


cigarette smoking and alcohol consumption are both 


21 


■ . - r * .•• 

regular parts of that. Second, and that's been a 


22 


• 9 _ . . _ • • • • 

? m • “ • «• •« 

standard epidemiological consideration for a long 


23 


24 


25 


time in the area of lifestyle choice, second, in 


1 


s 

connection with my* work on the etiology of 


alcoholism, there's been more and more interest in 


•j 

s 

r 

% 

* 
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n 


160 


* 

^ — 

the overlap between the use 


cigarettes and 


alcohol. 


And so 



has been 


major scientific 


factor where -- so that peaked 


- - that's what 


1 i 


1 


X ? ; 


ally peaked 



ere s t. 


Then 


couldn 


» 


help but 


interested in getting more detail about some 


these relationships from the questions that arise in 


this kind 


testimony 


that 


factor. 


would say 


I 


« ? . - • * - • 

probably the third in 


list 


factors 


1 


When you: use "lifestyle choices" does that 


have scientific meaning? 


t 


Yes, most states 


periodic epidemiogical 




surveys in which they look 


things that 


called 


lifestyle choice 


1 • • • 

group and those usually include 


diet, exercise, alcohol consumption, cigarette 




smoking, and 


management techniques. Those 


the areas that 


included in this survey because 


V 




those 


the stan 


epidemiological targets. 


• — 

you have any association with the State 


! 


Missouri? 


Used 


One 


the commissioners for 


mental health in Missouri. 


don 


have 


formal 


lationship 


the Sta 


this point. When 


designed this survey, 


talked 


people in our state 


A 

and in other states 


copies 


forms that they 


- * 


v4 
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4 


i 


used in doing epidemiological surveys, but it was -- 


that was just 


matter 


courtesy among diffe 


scientists and epidemiologists. 


* • — • 

And what; yea 


were you 


commissioner 


mental health? 


i 


i 


think 


was about 1990 


1 94, but let 


-% • . * •’ . 

6 • • 

me just double-chepk. 1990 


I 


94 . 


Was that an appointed position? 


Yes . 


whom? 


Governor, 


you khow 


the State 


Missouri is 




suing the tobacco companies? 

- - • 


Gee, 


l 


don 


I 


know. 


don 


I 


think so, but 




haven 


I 


heard anything about 


one way or the other. 


When you;we 


commissioner 


mental 


9 • 


health for the State 


Missouri, how many 


commissioners we 


the 


Seven. 


A 




Did you 


.3 


regularly? 


Yes, monthly. 






Did you develop policies for the State? 


I 


Yes • 


And during that.four-year period did you 




develop any policies 


h 

I" 


smoking? 


j 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


A. 


No . 


f * 


Q. 


How about substance abuse? 


f ~ 


A. 


Substande abuse is one of the sections of 


the Department of iMental Health, and we did increase 


our efforts to reduce the availability and sale of 


alcohol to minors,! which 


. • . _ _ • • r 

s been a major problem in 


^ • • 


our state . 


The lsws have been there, but it's been 


very difficult to 'enforce. 


Q. 


And none of your work with the mental 


, .1 • 


health commission is that what it was or a 


department ? 


A. 


m f • *• • . 

Well, the commission supervisors or 


monitors the department. 


Q. 


1 

1 • 
4 


Did the commission or department utilize 


the DSM-IV's with respect to any work it was doing? 


•*'>• •- * 


A. 


Yes . 


•V* 


Q. 


A. 


• M • 

And in what capacity? 

% * a a 

m f f » • • • 

• • • • 

) • . \ ^ V- - . . * . 

Well, the State Department of Mental Health 


has to use the officially endorsed diagnostic 


20 


21 


i . . 

criteria nomenclature just like hospitals. 

.. 4 . . * • 


And so 


actually as the psychiatrist on the commission, that 


22 


was part of my responsibility.as to advise and 


23 


consult on those kinds of procedures. 


24 


Q. 


• • j. 

And that would include in 1990 to 1994 the 


25 


• ■ • 

use of the DSM-IV bn nicot 



dependence? 


4 


1 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


A. 


Well, at! that time, it would have used 


J - ■ r- - # 

DSM-III-R, but we iwould have used the, at that time, 


. .... - 

current DSM criteria for substance dependence in 


Vi - 


general. 


Generally speaking, though, 


don 


I 


know 


that the department actually sponsored smoking 


cessation programs 


• ^ • ' i < • - • . 

don't know for a fact that it 


didn 1 t, but 


• . . . ^ • • 

know: that most of our concern was with 


•1 

other drugs, such as principally alcohol and heroin 


F 

and cocaine, marijuana to a lesser extent. 


Q. 


Nicotine; is a drug; correct? 


t * 


A. 


\ 

• • 

! 


Nicotine is certainly a chemical and it's a 


substance. 


Now tha word "drug" has a number of 


• . v 

meanings as a matter of legal statute. 


And so to ask 


5 


me the question is*it a drug that's one of those 




words you wanted me to call to your attention if a 


word had multiple meanings and it would depend. 


Q. 


Does the FDA consider nicotine a drug? 


- *1 




A. 


- * *.-» 


believ^ that was the issue, one of the 


vj i » 

issues that Dr. Kessler, had brought before the FDA 


20 


. • 

is whether it should have the authority to regulate 


21 


tobacco sales as if it were a drug under the FDA act, 


22 


—^ . — — 

FDA standing for F$od and Drug Administration. 


23 


Q. 


Do you know if the FDA considers nicotine a 


24 


drug? 


25 


A 


Well, 


th 


not an expert on 


** t 
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- - - " * - * * ' ^ ' ' • 

actually where th«tt stands at this moment. 


know 


4 ; : . . * • 

that that has beenj a point of contention. 


At the 


• ^ . r — 

present time, it's my belief' that the FDA is not 


regulating the sale of c 


rettes in the way that it 


does the sale of pharmaceuticals that are prescribed 


by doctors, so there seems to be at least currently a 


- * 


difference in the way in its authority with respect 


to various substances. 

•• • 5 • * 


- 


.so 


think that tobacco still 


seems to enjoy a somewhat distinct status from what 


10 


the FDA often cons 


re a 


can 


speak more 


11 


• • a • • 

authoritatively thian that. 


12 


Q. 


Do you khow what a controlled substance is? 


13 


A. 


Yes . 


14 


Q. 


Is nicotine a controlled substance? 


15 


A. 


don 


believe so. 


• m 

You can get it without 


16 


17 


a prescription from a doctor, and it's not on a list 


i 


of controlled substances. 


18 


Q. 


Do you khow what is scheduled controlled 


19 


20 


21 


22 


substance is? 


4 — 


A. 


Well, that's actually what 


was referring 


1 

* ‘4 


to about the scheduled drugs. 

2 - -a- % r 


Scheduled drugs of 




abuse are things that are considered to be 


23 


X - 


dependence-producing like narcotics and analgesics 


24 


and sedatives . 


25 


Q. 


^ * • • 

And it's your testimony nicotine is not a 


* —* p 


* 


i 
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scheduled drug? 


A. 


That's correct. 


m not aware of it being 


on - - 


m - 

m not aware of a prescription from a 


physician being requ 


to obtain a pack of 


cigarettes, and 


believe that to get a scheduled 




• • % • • A 

drug, you have to have a prescription from a 


v* T * 


physician -- 


• 4 

* 


Q. 


Well, nicotine 


10 


A. 


» w 

-- who's authorized to make such a 


* • * 


• c 


prescription. 


11 


12 


13 


Q. 


Nicotine, to the best of your knowledge, is 


— - • ' i 


J i *• • mm m • 

the chemical or agjent in tobacco that has the largest 




effect on the central nervous system? 


14 


15 


16 


MR. NIMS: Objection. 




THE WITNESS: 


Well , 


have said in 


1 

1 

1 


other depositions before that there is 


17 


18 


evidence that the effects of cigarette 


i 


smoking are mpre complex than the effects of 


19 


nicotine alone, and that there are multiple 


20 


substances ini cigarettes that contribute to 


21 


• • • * 9 m 

the taste and the enjoyment and the aroma 


22 


that 


3 

believe are important in people's 


23 


decision to smoke or not to smoke. 


And so 


24 


• m * • a . * . " * • 

recognize that there are -- that nicotine is 


something in cigarettes that makes a 


25 
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16 


1 


• - n - • -- - X — " • ' * 

substantial contribution to the psychoactive 


a — 


2 


effects of smoking, but I don't - - I 


3 


4 


wouldn't go so far as to say that you can 

^ • m 9 * ^ • 

• • m " • 

understand why people smoke from simply 


5 


6 


understanding/ the pharmacological effects of 


i 


nicotine . 


7 


8 


MR. MAISTROS 


9 

I 

* 


* 

1 


Read my question back 


9 


(The requested portion of the 


10 


record was read by the Reporter.) 


11 


MR. NIMS:: Objection 


12 


13 


14 


Q. 


• • 

(By Mr. Maistros) Can you answer that 


j 

question? Not why pe 



e smoke, not the 


4 

psychological reasons. 


15 


16 


A. 


Largest effect on the central nervous 


system. 


* 

* 

t 


17 


Q. 


1 

What chemical in tobacco has the greatest 


f • 


18 


19 


20 


effect on the central nervous system? 


A. 


I'm not sure I know the answer to that 


question. 


5 

S 


•I 


21 


Q. 


1 . . 

Do you khow when Reynolds knew the answer 


22 


to that question? 


23 


A. 


I'm not £ure anybody knows the answer to 


24 


25 


that question. I think you might get a lot of 


i 

a 

i 


opinions, but I'm not sure anyone really knows the 


’ T 
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1 


answer to that 



on. . Part of the reason I think 


2 


that is that I don't think you can simplify that 


3 


question to, in that neat way, to just what are the 


4 


CNS effects of alcohol because remember the effects 


5 




on the central nervous system include things like the 


6 


taste, the aroma, 





e 



and 


o there really 




7 


is a very strong relationship between why people 


8 


9 


10 


ll 


smoke and CNS 



At least that's the 


. • H 


i * 


presumption that in Hoskins, Henningfield and Fiore 


T' 


make the assertion that 


I 


i : 

4 • 



ine is the thing in 


• ■ 


. > 


cigarette smoke, in cigarette and tobacco, that is 


12 


13 


responsible for the dependence-producing effects of 


1 ? 


i 


cigarettes smoking;. And in my statement in response 


* 


14 


15 


16 


to that I raised questions that that's the case 


- 

2 


f • 

simply because of the observation that nicotine 


J . 


4 


replacement does 



in fact, predict cessation 


17 


behavior, and if it doesn't predict cessation 


18 


• * * • • * "** • * 

behavior with regard to smoking, then it's hard to, 


19 


J 


if at all, it's hat'd to make the case then that it's 


20 


21 


1 • 

nicotine that accounts for the principle central 


nervous system e 



ct. 




i 

1 


• • • * * 

don't think you can have 


22 


• t • 

J T 5 _ “ • -J.. • r * _ 

your cake and eat it, too. And like I said, to make 


23 


the claim that nicdtine is -what does it all and then 




24 


to also publish findings that nicotine levels do not 




• • . • • . j 

predict whether someone is able to quit smoking or 


- J 


K ir 


25 
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-f 


3 

* 


i 


not, doesn't add up, something is missing, and I 


2 


don't think we know what that is 


3 


Q. 


Okay. A portion of your answer to or a 


4 


J 


portion of your statement really wasn't an answer to 


5 


my question, but a portion of your statement you just 


6 


• • : * * • 

made was nicotine -replacement doesn't predict 


7 




cessation behaviors? 


8 


9 


10 


11 


4 


A. 


Yes . 


1 


• 4 


Q. 


Now, is jthat something that you found to be 


i 

i 


tf 


1 

true only with respect to nicotine or is similar 


•i 


results found with respect to methadone, for example? 


12 


« i 

0 • 

What is methadone ja replacement for? 


13 


A. 


Methadone is a long-acting opiate and it's 


14 


15 


16 


• 1 ’ . 

used as a replacement or substitute for opiates in 


general. 


t 

l 

s T 


S. 

• . 


« • 
** £ - 

• • i 




Q. 


Is that la good predictor of -- 


17 


18 


A. 


. . « • • 

• • # 

Actually!, the best outcome results in 


y * 

£ 

▼ 

1 

■ 1 


heroin addicts or bpium addicts is methadone 


19 


replacement. 


9 

t 


20 


Q. 


Y * * 

I'm not balking about results 


I ' m 


21 


^ - I “ “ 

saying -- talking about prediction of cessation 


22 


behavior. What's Sthe rate that you can predict 


23 


cessation behavior by methadone replacement? 


24 


25 


A. 


- • ^ 

Actually,, if you -- if you give someone -- 


i 


if someone stops 



and you give them a patch, 


3 

I 
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16 


1 


•9 • • 

you're replacing nicotine, that's the logic. With 


2 


methadone you give people -- you ask them to stop 


3 


•• 

using heroin or other opiates by giving them 


> . 


4 


5 


6 


methadone and if you maintain them on methadone, then 


t ... 


4 

their use of other drugs is, in fact, substantially 


$ * 


reduced. And so niethadone substitution is, in fact, 


7 


8 


9 


10 


a good predictor of people stopping use of other 

: 4 • * 

• * * * * • : - j ' ~ . •«* 

• " • m • r 

• • _ • • _ _ 

opiates . 


* * 

’ i 


i 


Q. 


Do you know what that percentage is? 


t 

t 

y 


X 


A. 


As a percentage that will also -- that is 


11 


substantially i 



. t « • * • | , • r 

but the proportion who 


12 


actually stick w 



the methadone program and stop 


13 


14 


15 


other problem beha;viors is also a function of other 


5 . 


1 , “ • 

substances that they might have been abusing, whether 


-f 


•i . • 4 




they've got a job,j and other kind of social factors. 


16 


17 


• • • 

So I can't give you a simple percentage but, in fact, 


1 


• ^ 


m multi-model programs that provide where you've got 


18 


19 


I 


good social supports, combined with methadone, you 


*• 


actually find that 5 the majority of the people put on 


20 


methadone do well. 


21 


22 


Q. 


Do you bjslieve that methadone alone can be 


* 




used to treat heroin addicts? 


23 


A. 


Methadone alone makes a big contribution 


24 


1 % “ 

but to optimize the results it's recognized that you 


* 

need to do other things as well 


. u 


i 

1 


25 
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Such as counseling? 


The 


are programs - - 


Such as {counseling? 


Such as counseling. There is 

^ ri — • 


lot 


^ • 

variation in the quality 


methadone substitution 


programs and some -actually 


involve little more 


than giving people methadone prescriptions or access 

i - 


methadone. 


Those don 


as well, but they 


actually 


lead 


improvement. 


mJ m • 

Now, when you say that nicotine replacement 


doesn 


I 


predict 


ssation behavior, you 


t 


not 




suggesting 


you that nicotine replacement doesn 


I 


have 


• • • • 

role insofar as nicotine withdrawal or 


nicotine cessation* is concerned? 


No, there -- 


• * t? 




MR. NIMS;: Objection. 


Mr. Maistros) 


mean that 


I 


not what 


• • 


£ 

Fiore said; did he? 


« . • 

No, what;,-- two things, one is that the 


* 

nicotine level befbre cessation doesn't predict 


outcome. Second, giving replacement does not stop 


- -=•- 


r 


the urge 


smoke 


• • j 

the increase in,the improvement 


in the people who 


or don't get nicotine 


1 


replacement is not 


-substantial. 


that the 


• x * ~ I 

determinant seems 


* • 

people's psychological 




* 
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expectations or self-dlrectedness in overcoming, you 

» • 9 

know, achieving gdals, what is it they really want 


do. 


So, as 


p * : “f 

said earli 


nicotine replacement can 


have 


role, 


limited role 


believe, in 


opinion 


least, 


« • 

the person feels that 


Would 


helpful 


m — 

them. But most people don't, as 


showed 


you 


don 


I 


have withdrawal and so 


I 


not really 


relevant 


them. 


I 


guess the only time you have 


• • 

4 


prescribed the pat'ch 


% *.» • 


gum 


because people thought 


• • • * * 

would help them, you didn 


I 


make 


determination 


was medically necessary or requi 


Correct. 


I 




And that would include people you've 


® • • • • # 

scribed on Medicaid and Medicare? 


MR. MURPHY: 


i ection 


the form 


the question. 


Mr. Maistros) Have you 


your 


Medicaid and Medicare contract and the 


sentations you make when you sign 


claim form 


*4 


* « 

Medicaid and Medicare. 


i 


was trying 


think whether 


i 


ve ever 


scribed 


patch 


anyone on Medicaid 


Medicare 


don 


I 


believe 


-4 

have. 


What about your insurance claim forms? 
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l 

Have you ever rea<£ 


see what 


resentat ions 


*4 -- - . 

you make when you approve prescriptions 


such 


ubstance? 


You see, 


don 


think that prescribing, 


writing prescription 


someone, involves 


report 


} 


Medicare or Medicsiid. 


not charging for writing 


that prescription.' Now, if someone has 


discount in 


some formulary, then that's between them and their 


formulary or theif insurance plan. 


I 


not involved 


i 


in that transaction. 


When 


write 


prescription 


I 


only because 


I 




the benefit 


the patient 


.1 


and the benefits outweigh the risks. 


I 


not in any 


W • • • 

plans that would further curtail 


choices. 


You have 


any -- personally done 


any research 


• • | 

determine the value or efficacy 


I 

nicotine replacement therapy? 


No. 


And 


I 


your understanding 


- - was 


Fiore 


I 


work that 


has found that there' 


no 


correlation between nicotine replacement therapy and 


■ t 


withdrawal success or 


ssation success? Doctor, 


you want Fiore 


I 


‘ 3 


No, 


i 


ve got it here. 


two studies that 


did the curves 


people on act 


patches that contain nicotine and 


* 
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V 


10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


those that don 


follow essentially the same relapse 


. j ^ 

curve with no significant"differences between the 


groups 


9 m m ^ 

So you would conclude that the nicotine 


patch does not have any substantial effect on 


achieving abstinence. 


Q. 


What study is he referring to? 


A. 


% . . • • 

This is the study of Kenford, et al., in 


JAMA in 1994. 


? .. 


Q. 


And he 


listed on there? 


A 


Yes, sir, he's the second author. 


Q 


A. 


And what report are you looking at? 

• * • *f ■ « * • * 

4 . ... . • • " 

I'm looking at it's most clearly seen 


5 




because most of his abstract and text is about 


combination of variables, the overall effect can be 


looked on page 593' and you'll see curves for relapse 


• i 


people on active patch or on placebo patch, and 




you'll see these curves basically don't differ much 


j 


from each other. 


Study one, there's a little but of 


• • ? * '•( • * • 

a difference at the beginning, but doesn't reach 


20 


significance and study two shows that there's 


21 


-» — • 

essentially no difference between those on and off. 


22 


23 


Q. 


I sn 


the entire report you're reading, 


though, attempting to predict the success of nicotine 


24 


withdrawal or cessation? 1 


‘ ? 


25 


A. 


• - . * . • 
i * 

Yes, and it shows basically that you can 


http://legacy.library.ucsf.edu/tkl/plr07a00/pdf 
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1 


predict it with things like Fagerstrom or nicotine 


2 


levels, and that 


I 


consistent with the fact that 


3 


4 


nicotine replacement also doesn't have that 


r 


withdrawal effect. 


5 


Q. 


a m v • 

But the ^purpose of this report that you're 


6 


reading from, which we might as well mark as Exhibit 


7 


8 


6, which you took out of which file? 




A. 


Hoskins .! 


9 


f 

i 


(A certain document was marked 


10 




Exhibit Number 6 for 


11 


identification by the Reporter.) 


fc I . 


12 


13 


Q. 


(By Mr. Maistros) Is it fair to 


1 - 


t * 


characterize the purpose of the report predicting 


14 


cessation as an effort to attempt to quantify or 


15 


. * 

analyze what factors you could look at to predict 


16 


whether or not somjebody will be successful if they 


17 


• m * 

want to attempt to stop smoking? 


18 


A. 


Yes . 


-i 

s 

I 


19 


Q. 


The purpose of the report was not to 


20 


^ • 

analyze the efficacy or value of patches; was it? 


21 


A. 


i * 


Well, I think it is. 

w s \ : .- • 


In fact, it's 


22 


subtitle is "Who Will Quit With and Without Nicotine 


23 


Patch" and so one of 



ings that you get out of this 


24 


a 

is both a measurement of the pre -- of the nicotine 


25 


» - • • 

before a person stops and then the effect of nicotine 


F- 
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1 


replacement on outcome. And what it shows is that 


2 


• — 

nicotine replacement doesn't make a difference and 


3 


; i . 

the pre-cessation nicotine or cotinine level doesn't 


4 


make a differencejand furthermore, the measures of 


5 


^ r - . 

the Fagerstrom criteria that are proposed as a class 


6 


7 


definition in Hoskins also don't predict it. 


l 


And what is found to make a difference 


8 


is a psychological expectation about outcome. 


In 


9 


other words, what is the person's commitment and 


10 


• t t 

desire? what do they want to accomplish? 


ll 


Q. 


Now, in your treatment of -- you've treated 


12 


heroin addicts; right? 


13 


A. 


Yes, sir. 


14 


15 


16 


17 


Q. 


• • A 

In your treatment of heroin addicts what do 


I 

4 


you find to be more determinant of success in 


i 


cessations, psychological expectations or replacement 


1 


therapy? Or if there's something else like genetics 


18 


you want to mentiojn, you can mention that. 


19 


A. 


T % • » 

In heroi'n addicts, I think there are two 


20 


things that are really very predictive. 


One is the 


21 




overall level of personality disorder, which can be 


22 


measured by lack o‘f self-direction. In other words, 


23 


their lack of sel fi- control and a similar variable, 

• 4 — • 


24 


25 


■ ^ m mm ^ • 

self-efficacy, is also emphasized in the nicotine or 


tobacco literature 


* 

A 



thing, though, that is 


l 

i 


. 4 
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a substantial predictor i| methadone replacement. 


Q. 


When you just said .nicotine or tobacco 


• • 

literature, did you mean heroin or did you mean 


nicotine? 


A. 


Well, 


didn't -- 


Q. 


m sorry to interrupt you 


A. 


was 


ng to' make a parallel to the fact 


that self-efficacy or self-directedness is also a 


predictor of how well someone does in smoking 


10 


11 


cessation. 


m not sure exactly what 


- - maybe 


• • 9 . 


should start over. 


12 


Q. 


Let 


start over with the question so we 


13 


don 


• m — 

have to figure out what we're starting over on. 


14 


15 


16 


asked -- started; out with asking the proposition if 


l 


you had to rank thfem insofar as heroin dependence is 


v —■ * 




‘ '» 


concerned between psychological expectation and 


17 


1 • , • 

replacement therapy could you rank those and would 


18 


you rank one above]the other in terms of importance 


19 


for determining cessation success? 


i A 




20 


A. 


In cigarette smoking 


would rank -- 


21 


Q. 


• • • • 

No, just ; heroin. 


22 


A. 


Okay. With regard to heroin 


would say 


23 


" " % • 

that psychological;factors like self-direction, goal 


24 


directiveness, self-control are equally important, 


25 


approximately equally important with a replacement 
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10 


11 


12 


13 


14 


15 


16 


17 


18 


19 


177 


strategy like methadone'substitution 


Q. 


Okay. 


- * - 


A. 


would>say that they're both very 


important. 


don 


know 


exact weight. 


Q. 


So you wouldn't - - you wouldn't even fell 


.. . > ' 

comfortable puttirig one ahead of the other? 


A. 


No, 


think both are very important 


Q. 


How about -- ahd heroin is a 


dependence-producing substance? 


A. 


Yes . 


Q. 


% 

How about cocaine? 


Those two factors could 


you rank them? 


• 


A. 


• 1 • , 

Well, there is no replacement strategy that 


know of with cocaine. 


What the closest thing to a 


I y 

♦ • t * • * I . • 

replacement strategy is the use of anti-depressants, 


sometimes with a 


cts that are of a non-euphoriant 


dopaminergic agonist. 


Q. 


So would you place personality as the key 




factor in determining success from 


2 0 


A. 


Personality 


21 


Q. 


Cocaine cessation? 


22 


23 


A. 


•i * •-« . « 

Personality and counseling alone with 


1 


cocaine dependence 


think is -- has limited success 


24 


’ . . * . - _ . _ 

and so it is often?a matter of finding a healthier 


25 


non-dependence producing pharmacological strategy to 


▼ 
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1 


help them cope with their emotional needs, so what I 


2 


would do and what I have done with people with 


3 


cocaine dependence is to get them on effective doses 


4 


■ • • % 

of anti-depressants and to combine that with what are 


5 


called non-euphoriant dopaminergic agonist like 


6 


Pentolin (ph). 


7 


Q. 


Well, the anti-depressants aren't a 


8 


9 


replacement for cocaine; are they? Do they really 


1 


treat the withdraw; effects? 


10 


A. 


No. 


Well, that's also one of the helps in 


li 


12 


doing that you get rapid relapse if you get 


i 


depression. But in addition, sometimes the reason 


13 


that people are using cocaine is that they're looking 


14 


• • • • J • 

for -- they're looking to be happier and to be more 


15 


1 • * ** • I 

positive and that's one of the things that you get 


16 


from antidepressant, and anti-depressants are not 


17 


dependence-producing so that there are strategies of 


18 


pharmacological mahagement that are a very important 


19 


contribution to the treatment of cocaine dependence. 


20 


Q. 


But not as important as it is in the heroin 


21 


setting? 


22 


23 


24 


25 


A. 


It's hard to judge the relative importance 


- 

l 


of that. I would say that I have never ended up 


. I 


managing someone with cocaine dependence or heroin 


dependence where I wasn't also doing some sort of 


2 


1 
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pharmacological manipulation. 


Q. 


Now, in ‘terms of alcohol, personality and 


replacement therapy, can you quantify or rank those? 


A. 


think 


the most effective factors are 


initial detoxification that allow people a safe 


. J . _ _ 

withdrawal and then to combine pharmacological 

• •• ; 

• *_ \ . • • 

t * • • - - 

.I.’-.' •• vt ' 

5 -- - 

management with psychological management and that -- 


the studies about ithat are difficult. 


We're still in 


# » 

V • • • • 

the phase of trying to work out exactly what are the 


10 


11 


optimal regiments ifor particular patients and at this 




time it 


not possible to give a simple recipe, but 


12 


my own practice 


— ”■ - ^ » - • • - • • 

my own experience is that that 


13 


14 


9 • L , • •• - . - — .< _ • 

combination of pharmacotherapy and psychotherapy as 


critical and that you can't -- I can 


rank which is 


15 


more important because 


think you really do need 


16 


17 


both. 


Q. 


3 


What type of replacements are there for 


18 


alcohol? 


19 


A. 


Well, two strategies that are used. 


mean 


20 


. f 

one is actually to;use an antagonist of opiates, 


21 


22 


• * •* • 

Naltrexone, for initial relapse prevention. That 




helps probably in the first few months and then after 


23 


24 


that, it's less important and in the longer run, I 


think use of anti-depressants, mood stabilizers, in 


25 


my own practice is:what 


use to try to control and 


t 
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help with the stabilization of mood states 


Q. 


No - - 


A. 


And then in addition there are, you know, 


cognitive and behavioral psychotherapy techniques 


that are very important. 


Q. 


In your own practice have you counseled 


alcoholics; is that an okay term "alcoholic"? 


A. 


Yes . 


Q. 


Counseled alcoholics without the use of 


■M-- 


10 


those quote "replacement" unquote their piece? 


11 


A. 


Sometimes, especially in the past, it was 


12 


often advocated to’ by groups like AA to avoid all 


13 


drugs, but 


1 • ' , • 

. - 

and many other people have increasingly 


14 


found that that is sometimes not workable and 


find 


15 


16 


that 


«• . 

get much better results by the combination of 


% ' 


4 


pharamacotherapy and psychotherapy. 


17 


Q 


Do you use shock therapy in alcohol? 


18 


A 


No, it's' usually not necessary unless 


19 


there's a severe, persistent, and concomitant 


20 


depression. 


If by shock therapy, you mean electrical 


21 


therapy 


22 


Q. 


Yes . 


23 


A. 


* % . _ . 

That's what they're mostly doing. 


24 


Q. 


Are there occasions where you treat cocaine 


25 


dependent people w 


using replacements? 
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1 


A. 


It would be it would be possible and I 


2 


think within a standard df practice to try but most 


3 


people with cocaine abuse will have associated 


4 


5 


6 


i 

emotional disturbances that will actually benefit 


t 

e 

7 


from using medications with it. 


*3 


Q. 


How abou't heroin have you counseled people 


7 


• 3 ...... i r . . • ( 

on heroin withdrawal without using a replacement? 


8 


A. 


I have 



the past but now I think that 


9 


10 


it's more effective to have combinations of 


• * - 


pharmacotherapy and psychotherapy. 


11 


12 


Q. 


Now, is it fair to characterize your 241 


1 


* l • • 

articles that you've written or thereabouts mostly 


13 


1 • fc 

dealing with the issue-of why people abuse certain 


14 


substances? 


15 


A. 


Yes . 


16 


.? 


Q. 


And is it also fair to say that as a 


17 


18 


general proposition, you believe that either genetics 


$ 


* * *. . i 

or personality goes a long way in determining why 


19 


people abuse substances? 


20 


A. 


Yes . 


21 


Q. 


Is that the mainstream thought in terms of 


22 


23 


substance abuse generally that genetics and 


a - : - * • - - 

personality go along way towards explaining why 


<s> 


to 

vX> 


24 


25 


people abuse substances? 


A. 


I think So. 


4 
• ► 

i 


* 











1 


1 


Q. 


And that would 



true regardless of the 


2 


■ • % « 1 

substance? I mean is there any substance that you 


3 


4 


* J : - - • *- - . « - . • * * 

can think of that you'd like to say I'm not sure that 


. *> 


quite fits in my general belief? 


* I 


5 


6 


A. 


No, I think that's true. 


« 

T 


Q. 


And this is a view shared by psychiatrists; 


7 


8 


9 


10 


11 


12 


is it not? 


’r 

* 

* 

t 


« 

■ 


A. 

Yes . 

* • kV i i . : • , . 

- • - • 

™ •• ■ * • 

» • • • % • 

® 

V % m 4 

Q. 

Is it 

• • • • • • 

shared by biologists? 

; • ■ . ■ • ' ' . 

A. 

1 ~ '* 

Biologists in general? 

j ' 

• * 

- r * ■ ■ * ' - 

Q. 

Yes . 

■ 

ft 

l . . . 

V: : 'V,'!'.•• . . 

• * • • 

i • ^ , 1 

f 

• 

A. 

Well, 

J * •. • • j • 

• • • 1 • • • • 1 *1 t • • 

thjey wouldn't be particularly 


13 


< 


informed or knowledgeable about this so a prudent 


14 


biologist would probably defer to a specialist in 


15 


16 


17 


that area, which would be a psychologist or 


1 

i 


psychiatrist. 


> 

4 


< • 


Q. 


I . 

Now, who would know more about why people 


18 


19 


continue to abuse isubstances, a psychiatrist or a 


9 • m 

1 


biologist ? 


*« 


20 


A. 


Psychiatjrist. 




21 


22 


Q. 


Who would know more about how a certain 


* 

i 


substance interacts with the central nervous system, 


23 


24 


* 

2 


a psychiatrist or a biologist? 


* 

& 


A. 


• • — * 

Oh, I seie, I may have misunderstood how 


25 


• -i 

you were using the word 


V 


M 

5 


t 

* 
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Q. 


That's a different question. 


A. 


Okay. 


But that wouldn't be a simple -- 


• - • • 

that 1 s not an answer that 


can give you a simple -- 


that's not a question 


can give you a simple answer 


to because a psychiatrist who could give you the most 


precise answer to those would be those who are 


f 

neuropharmocologiats or neurobiologists, and it 


in 


that combination of expertise about both the clinical 


< 

issues and the neurobiological issues that is 


10 


11 


important, and 


think either a neurobiologist, who 


v. 


doesn't have the clinical background would be in a 


12 


difficult position;, and a psychiatrist, who doesn 


13 


know anything about the neurobiology or psychologist, 


14 


I • * • • «• 

say -- a social psychologist wouldn't be able to give 


15 


16 


J 

you a very good answer, 


i 


Q. 


Now, we talked about nicotinic receptors 


17 


18 


and you mentioned one other type of receptor. 


1 


forget what was it? 


Cocaine or heroin? 


Was there a 


19 


• • ( • j * 

specific type of receptor? 


20 


A. 


think 1 mentioned Dopamine. 


- --r. 


21 


Q. 


As a receptor? 


22 


A. 


Well, 


talked about dopamine agonist, but 


23 


let 


» - 

see, was theire another? 


24 


Q. 


thought my notes -- anyway rather than 


25 


guess, let me go .through it. 


m m m m a 

You know there's 


2 
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1 


nicotinic receptors? 


2 


A. 



s . 


3 


Q. 


t • 

Are there heroin receptors? 


4 


5 


A. 


4 

There are receptors for opiates. We have 




I 


naturally occurr 



opiate peptides like endorphins 


6 


Q. 


Have yoii done research on those? 


7 


A 


No. 


8 


Q 


Are there receptors for cocaine? 


9 


A. 


Urn -- 


* 

* 


10 


Q. 


When I say receptors for cocaine I mean 


li 


■ 

specific receptors! that interact with cocaine? 


12 


A. 


Cocaine tends to stimulate dopamine 


13 


receptors, so it 


I 


not specific for cocaine but 


14 


that's the way 



cocaine is acting. 


15 


Q. 


Are there receptors for alcohol? 


16 


A. 


No specific receptors for alcohol, but it 


17 


i 


does affect a wide: number of receptor sites in the 


18 


19 


brain. 


It's just -that it's not -- there's not a 


5 


specific one for it. So it has both -- alcohol has 


20 


both stimulant and> sedative properties at differing 


21 


* 4 


doses and can affect both say dopamine and gab (ph) 


22 


23 


* 

sites, as well as glutamate* sites. 


i. 


Q. 


Are there any drugs of abuse are there 


24 


any dependence-producing drugs that you're aware of 


25 


• m M m 

that have specific receptors such as nicotine? 


I 


1 
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3 

mean you've mentioned opium receptors? 


A. 


Well, opiates 


Q. 


Any others? 


A. 


* =» ; 

Well, the Way drugs of abuse work is to 


alter neuro transmission or brain connections and 


that induces effects that are desirable by either 

• • 

\ • . t 

stimulating pleasure centers or reducing anxiety and 


j • | • • • ' . 

that is a common mechanism of action for drugs of 


abuse, as well as ja common mechanism of action for a 


•• v i • • • • 

wide variety of habit formations. 


Q. 


Including nicotine? 


1 


A. 


• • _ • » * • . 

Nicotine- and chocolate and, you know, 


eating fatty foods, anything that'.s pleasurable will 


f » 


change neurotransmission in the brain. 


Q. 


Do you khow what free nicotine is? 


i < 


A. 


I believe that refers to nicotine that's 


i 
1 


circulating in plasma and it's not bound to a 


a • • • 

specific receptor.i Unless -- I'm not sure -- 

# 

1 '■ 


• • 

actually, it could!be something to do with being 


* M m m ^ • • m m 

non-protein bound.; That's a more general term, 




receptors being proteins 


* < 


Q. 


Have you jever 



apprised of what 


1 . T 

research Reynolds has done on free nicotine versu 


bound nicotine? 


MR. MURPHY 


1 

4 

5 
i 


Objection to the form for 


t 

* 
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a 

i 


i 


lack of foundation. 


2 


THE WITNESS: 


No 


/ .. 


3 


Q. 


- - “ .j . f 4 

(By Mr. -Maistros) When nicotine enters the 


4 


• : . * w 

body where does it; go? When it enters it through the 


5 


mouth? 


%*■ 

A 




6 


MR. NIMS: 



ect ion. 


I'm really not 


• 4 


7 


an expert on this, but it enters into the 


y. .. 




8 


bloodstream and via that route then is 




.. -! 


9 


10 


•• , r • • 

distributed throughout the body and would 

** l * wm m • • _ _ f 

> . • 

i . r . 

stimulate nicbtihic receptors throughout the 


li 


body. 


U 


1 


A. - • 


12 


13 


* 

l 


Q. 


You know what it 


half life is - - 


A. 


No . 


• -* 


1 


s 


* 

1 

i 


'V. 

■ 1 


14 


Q. 


-- in the 



in the body? i Do you know 


15 


% * 

the rate at which hicotine is metabolized? 


16 


I 


A. 


I couldnft give you specific figures for 


17 


that 


J 

5 


3 

5 


• • • %. 


•C 


18 


19 


Q. 




Do you know the speed with Which nicotine 


• * • * • 

I ^ 

reaches the receptors in the brain? 


*■ 


20 


A. 


If taken:up 



$ 

the lungs, I believe 


"8 


21 


it's very rapid, but I can't give you specific 


22 


% 

measures in seconds. 


23 


Q. 


1 • * - 

Are you familiar with any of the work that 


24 


Reynolds did on iti premiere product? 


•■r 


25 


A. 


NO . 


3 

? 


3 

a 


*- *• 


-f: 


1 

* 

l 

* 

a 

i 

* 

A 

i 

* 


_r. 


a- 


- - 'i 
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1 

2 
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4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


Q. Do you know who Dr. Laura is? 

A. Who? 

Q. Dr. Laura? 

A. No . 

Q. Schlessinger? 

A. No . 

Q. She's a psychiatrist that's on the radio. 

She's out of St. Louis. 

% 

A. Is that right? No, I don't know her. 

She's in St. Louis? 

% 

Q. I think so. 

A. Huh. 

MR. MAISTROS: Can we take a break? 

(Whereupon a short break was 
taken. ) 

Q. (By Mr. Maistros) I just want to go back to 
this so there's no question on the record. You 
believe that anyone could be nicotine dependent under 
DSM-IV criteria, could be? 

A. Yes . 

MR. NIMS: Could I have the question 

back? 

THE WITNESS: I'm sorry; maybe I didn't 

understand. Are you asking could everybody 
be nicotine dependent or is it possible that 
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1 
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12 

13 

14 
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16 

17 

18 

19 

20 
21 
22 

23 

24 

25 

hlIpi.Vlegacy-library.ucsf.edu-'lid'plr07a00/pdl 


there's at least someone -- 

MR. MAISTROS: I read the transcripts 
and so maybe it was the way the question was 
asked or whatever, but there appeared to be 
inconsistent answers to the issue of where 
you actually stand on DSM-IV and I'm not 
asking you to adopt the merits of DSM-IV. 

THE WITNESS: Right. 

Q. (By Mr. Maistros) I'm asking you just to 
accept the proposition that as drafted DSM-IV insofar 
as nicotine dependence is concerned is something that 
can be utilized to determine if somebody is nicotine 
dependent ? 

A. Yes, and some people can satisfy those 
criteria. 

Q . Right. 

A. Can and did. 


Q. And that's true for the criteria for heroin 
dependence, cocaine dependence, or alcohol 
dependence ? 

A. Yes . 

Q. Just because you have a criteria doesn't 
mean everybody who uses alcohol fits the criteria? 

A. Correct . 

Q. Thank God. 
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Now, is there a place for the word 


"addiction" still in 1997 psychiatry? 


A. 


I think that the use of the term 


"addiction" has become so broad and ambiguous that it 


now loses its meaning and in addition to the original 


«« 

reason that the mental health community moved away 


from using the term "addiction" because it was 


pejorative and countertherapeutic, now you've got the 


problem of just lack of specificity. It's just 


essentially almost all inclusive of anyone with any 


repetitive behavior. I don't think it's useful to 


discriminate people who are unable to control their 


desire for a substance and those who exercise a 


voluntary choice to seek satisfaction from use of a 


substance. 


Q. 


If in 1988 the surgeon general had come out 


with report entitled "Nicotine Dependence" would you 


quarrel with that report if everything else in that 


report was the same? 


A . 

I wou 

sure wh 

at the r 

endorse 

but . 

Q. 

The ' 

A . 

Right 

Q. 

- - ma 


quarrel with the title. I'm not 


rest of your question asked me to 


88 report I'm sure you're aware -- 


a finding that nicotine is 


ui 


'-I 

<s> 

<s> 

u> 
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addictive, that nicotine is a substance in tobacco 


that makes tobacco addictive; are you familiar with 


those findings? 


A . 


Yes . 


Q. 


Everywhere in that report instead of using, 


including the title, if the surgeon general had said 


nicotine is a dependence-producing substance, would 


you have a quarrel with the 


88 report? 


MR. NIMS: Objection. 


10 


THE WITNESS: 


Yes, I would still and 


11 


actually to be clear about that answer, many 


12 


of the basic assertions of that 


88 report 


13 


are summarized by Fiore and Henningfield, 


14 


for example, in their statements in Hoskins 


15 


And 


gave specific responses to those 


16 


claims in my statement that would represent 


17 


what 


quarreled -- would quarrel with. 


So 


18 


it's not just equating addiction and 


19 


dependence, it is basically oversimplifying 


20 


the nature of the dependence pattern and 


21 


what generates it and sustains it to just 


22 


being something related to nicotine levels 


23 


and things associated with that. 


24 


Q. 


So it's more than the surgeon general's use 


25 


of the word "addictive" that you quarrel with insofar 
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25 


as the '88 report is concerned? 

A. Right. 

Q. You did not contribute to the '88 report? 

A. No . 

Q. You were not asked to contribute? 

A . No . 

Q. Do you know if the American Psychiatric 
Association contributed to the '88 report? 

A. I don't recall a specific role for the APA. 

Q. Were you a fellow of the APA in 1988? 

A. Yes . 

Q. How many fellows of the APA were there? 

A. Gosh, I don't know. 

Q. In '88? 

A. Urn, I honestly don't know. I think it may 
be -- I'm just not sure. 

Q. Did the American Medical Association 
contribute to the '88 report in any fashion? 

A. It's an official publication of the surgeon 
general and I just don't remember what role the other 
organizations like the AMA or the APA may have had in 
relation to it. 

Q. Do you know which organizations contributed 
to the '88 surgeon general's report? 

A. Well, my understanding as it wasn't a 
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24 


matter of organizations contributing as much as 
individual experts in particular areas contributing 
information. It may have been that there was a role 
of organizations in bringing experts forward or 
helping identify experts but -- 

Q. Do you know -- 

A. -- I don't remember th 

concerned with that issue, how i 

Q. Do you know any of the 

contributed to the '88 report? 

A. I believe Elvin Pomerl 

that I collaborated with, is a c 
report . 

Q. How do you spell his 1 

A. Pomerleau P-O-M-E-R-L- 

personality measures in some of 
research on dependence and contr 
report . 

Q. And you're much too young to have 
contributed to the '64 report; is that correct? 

A. I was just barely in medical school at that 

time . 

Q. When was the first time you read the '64 or 
'88 report ? 


at process. I wasn't 
t got to be. 
individuals that 

eau, who is someone 
ontributor to the '88 

ast name? 

E-A-U, he has used my 
his subsequent 
ibuted to the '88 


25 


In the summer of '66 when I was at the 
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1 University of California at Berkeley in training in 

2 public health epidemiology, one of my instructors 

3 was -- a couple of my instructors had been 

4 contributors to the 1964 Surgeon General's report. 

5 I'm blocking on the fellow's name. He was head of 

6 Public Health at Minnesota, I believe, and we went 

7 through that report at that time. 

8 Q. When was the first time you read the '88 

9 report? 

10 A. I think in 1992. 

11 Q. And what was the occasion? 

12 A. I was updating myself about information 

13 about cigarette smoking in connection with tobacco 

14 litigation. 

15 Q. In ' 88? 

16 A. Did I read it then? 

17 Q. I'm sorry; in '92 you were doing that? 

18 A. Yes . 

19 Q. Was that in preparation for one of cases 

20 you cited? 

0 

21 A. Cooper. 

22 Q. Who provided you a copy of that surgeon 

23 general's report? 

24 A. I don't remember actually how I obtained 

25 it. I obtained some information with the help of 
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legal counsel, but also some of it I obtained 
directly myself from the library. I don't know where 
that one came from. 

Q. You don't recall if you had a copy of the 
'88 report at the time? 

A. I don't -- I'm sure I did not have it 


already. 

Q. Did you ever read the '88 report prior to 
becoming involved in assisting tobacco companies in 
defending litigation? 

MR. MURPHY: Objection to the form of 
the question. 

THE WITNESS: No, I was aware of the 
issues and had had prior discussion 
regarding the issue of the choice of the 

t 

word "addiction" in the title in connection 
with discussions that I had as a consultant 
with the World Health Organization prior to 
that time because prior to that time two 
things had led me to give a lot of 
consideration to this issue of 

responsibility. 

One was the serving as a consultant on 
the use of extending the term "dependence" 
to a variety of substances, and it was our 
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decision in WHO that the word "addiction" 
was counter therapeutic and should not be 
used. That had nothing to do with the 
tobacco litigation. And second, my findings 
about the strength of genetic factors in 

ft 

alcoholism led a large number of defense 
attorneys to request me to serve as an 
expert consultant in arguing that hereditary 
factors in alcoholism that their clients 
were not responsible for their behavior, and 
I declined all of these requests because it 
was then and is now my feeling that 
responsibility for individual choice is key 
and that the existing existence of prior 
genetic or personality factors does not 
eliminate that responsibility. 

Q. (By Mr. Maistros) You then espoused the 
view that a person's decision to smoke is a matter of 

choice? 

A . Ye s . 

Q. You avow a similar view with respect to a 
person's decision to use heroin? And I'm talking 
about continue to use heroin and continue to smoke? 

A. Heroin is more complicated because you know 

% 

our -- most people who abuse heroin regularly 
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actually have antisocial personality disorder and as 


you know, the law is that if someone is antisocial 


personality disorder, that does not absolve them from 


responsibility for their antisocial acts. And it's 


also our -- the legal precedent that if you make a 


choice to use heroin or alcohol in an intoxicated 


state, then you do things that lead to damage, you're 


then responsible for that because you were 


responsible when you took the initial decision to 


10 


start using alcohol or heroin. 


11 


Q. 


Let me -- you can answer if you think 


m 


12 


interrupting you, but to cut it short, my question 


13 


really goes to when 


asked you originally you 


14 


espouse the view that smoking is an individual 


15 


choice? 


16 


A. 


Yes . 


17 


Q 


The decision to continue smoking; correct? 


18 


A 


Yes . 


19 


Q. 


m not looking in the criminal context. 


20 


m looking in the medical/physiological context. Is 


21 


the use of heroin a decision of an individual choice. 


22 


too, continued use? 


23 


A . 


Yes, 


think nicotine more clearly than any 


24 


other substance that is listed in DSM-IV as 


25 


dependence producing is a matter of individual choice 
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because it is the one, the only one, that does not 
have an intoxication syndrome associated with it. 

And I think that fact that then people are still able 
to process information intellectually with a clear 


mind 

is 

• 

a key 

reason 

to distinguish and to 

set apart 

nico 

tine 

f rom 

other s 

ubstance dependencies 

even if 

you, 

you 

know, 

accept 

that concept. 



It's still different because even in 


DSM-IV it's clear that nicotine dependence is not 
associated with an intoxication and that means then 
that the person still has retention of their 
faculties for reasoning and their capacity to make 
informed choices to start or stop. 

Q. Well, isn't intoxication just one of seven 
criteria listed to determine whether or not a 
substance is dependence producing? 

A. No, actually it's not a part of the 
process, but if you then look at the associated 
syndromes that go with dependence, nicotine is the 
only one that does not have an intoxication syndrome 
as part of it. 

Q. But the criteria to determine whether or 
not a substance is dependence producing among the 
seven criteria listed intoxication is not even in 
there; right ? 
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A 


Right . 


It's not even in there. 


Q 


So you could have a substance, such as 


heroin or cocaine, go through the seven criteria and 


determine it's dependence producing without ever 


i t 


11 ing 

to th 

A. 

Exa 

Q. 

You 

A. 

Exa 

Q. 

So 

not, 

is co 


the issue of intoxication? 


could do that with nicotine, too? 


all the intoxication criteria does, does 


the level of dependency or the 


seriousness of dependency or whether you call it 


addictive. 


MR. NIMS: Objection. 


THE WITNESS: Whether I thought it -- 


MR. MAISTROS: It's sort of a question. 


If you agree with it, you could say I agree 


or I disagree, you've said something I 


disagree with. 


THE WITNESS 


I disagree. 


Q. 


(By Mr. Maistros) Okay, tell me why you 


disagree. 


A. 


You -- I think, as I understood what you 


said, actually made two assertions and one is that 


the severity of dependence leads to increasing 


probability or likelihood of intoxication and that 


I 


51770 0746 







199 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


perhaps also then increasing levels of dependence 


would lead to increasing loss of control. 


Q. Okay. 


Then 


misspoke . 


That 1 s not what 


meant. A11 


want to clarify is that as a 


psychiatrist, you or anyone else could evaluate 


whether or not a drug is dependence producing under 


DSM-IV without ever visiting the issue of 


intoxication? 


A . 


Yes. But you could not address the 


questions of whether it was an addiction as described 


in 1964 in the surgeon general's report. 


Q- 


We don 


care about '64, at least 


don' t, 


and 


guess in New York they don 


care about pretty 


much anything before 1980, in Ohio 


m not sure when 


we're starting, but 


m not interested for the moment 


in the use of the word "addiction." 


A . 


But you brought this up under the subject 


of responsibility and choice, and whether you're able 


to think clearly is a part of your responsibility for 


informed choices, 


believe. 


And intoxication 


interferes with that and nicotine is the only 


substance listed as dependence producing that does 


not lead then to impairment in your ability to 


reason, and 


think that's a big difference. 


Q. 


What does somebody mean when they say 
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1 psychoactive effects of nicotine? 

2 A. Actually, it's very broad and all it means 

3 is that it leads to some change in your psyche or 

4 your personality or your emotions or your ability to 

5 think, so some change in the central nervous system, 

6 generally that's associated with a change in mood. 

7 Q. Nicotine does have psychoactive effects; 

8 does it not? 

9 A. Yes. 

10 Q. As does heroin? 

11 A. Yes. 

12 Q. As does cocaine? 

13 A. Yes. 

14 Q. As does alcohol? 

15 A. Yes . 

16 Q. Are you aware of what research Reynolds or 

17 any other defendant has done to determine what effect 

18 a different level or differing levels of nicotine 

19 have on the extent of pyschoactive effects? 

20 MR. MURPHY: Objection; lack of 

21 foundation. 

22 THE WITNESS: No. 

23 Q. (By Mr. Maistros) Are you aware of what 

24 research Philip Morris has done to determine minimum 

number levels of nicotine needed to addict people? 


25 
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1 MR. ARCHIE: Objection. 

2 MR. MURPHY: Objection. 

3 THE WITNESS: No.' 

4 Q. (By Mr. Maistros) Were you aware that 

5 Philip Morris was engaging in such research? 

6 MR. ARCHIE: Objection. 

7 THE WITNESS: No. 

8 Q. Do you know if there's is minimum level of 

| • 

9 nicotine that is required before people become 

10 dependent upon nicotine? 

11 A. I'm familiar with articles by Henningfield 

12 for one, I forgot the other fellow's name, trying to 

13 figure out some level of nicotine intake per day that 

14 would be below a threshold for dependence. And the 

15 idea is to look at people who are chippers or who 

16 may, you know, maybe smoke maybe five cigarettes a 

17 day, but then, you know, can take it -- smoke it one 

18 day and not for several days, but may do it once 

19 every month or every once in a while so that there's 

20 no pattern of dependence. What I would say about 

21 that kind of research is that it does not take into 

22 account the individual differences in personality 

23 that seem to be a more substantial modulator of the 

24 patterns of use and abuse and that, as discussed in 

25 my article, has more to do with your temperament 
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configuration. 


If you're -- we found, for example, 


that people with antisocial personality disorder are 


those who are most likely to be regular light smokers 


or to chip. They don 


have either high harm 


avoidance, which makes them anxiety prone, but they 


do have high novelty seeking, which makes them be 


very curious and adventurous . 


And so the personality 


traits probably have more to do with the patterns of 


use than do the levels of nicotine in my opinion. 


10 


Q. 


Again, you've got no research that would 


11 


either confirm or deny that insofar as a role 


12 


nicotine played? 


13 


A. 


Urn -- 


14 


Q. 


Nicotine. 


15 


A. 


What -- indirectly you can say that if, in 


16 


fact, the personality traits are good predictors of 


17 


variation in the pattern, then that is at least 


18 


something that has to be taken into account. 


19 


Q. 


agree with that and that's true you 


20 


believe that with respect to cocaine, heroin, and 


21 


alcohol, too; do you not? 


22 


A . 


Yes . 


23 


Q. 


Okay 


So 


mean that's not a unique theory 


24 


to nicotine? 


25 


A . 


Right . 


i 4 i <n . 1*1. . . l . .1 > • i i . r\ r\ « , i < 
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5 A. That's right. All I'm saying is that in 

6 doing those studies, you would have to take into 

7 account the personality of the individual and that 

8 hasn't been done before. 

9 Q. You don't know if the tobacco companies 

10 have done that? 

11 A. Well, I don't know -- you know, absence of 

12 proof is not proof of absence, and I have not 

13 investigated their records systematically. 

14 Q. Absence of proof is not what? 

15 A. Absence of proof is not proof of absence 

16 and so I can't logically say that they haven't done 

17 it . 

18 Q. Sounds very lawyer-ish? 

19 A. It's the logician in me. 

20 Q. Do you know which entities in the United 

21 States have distributed more nicotine than any other 

22 entity in the United States? 

23 MR. NIMS: Objection. 

24 


25 


THE WITNESS: No, I don't actually. 
MR. MAISTROS: If you have to guess, 
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you think tobacco companies might be up 

there? 

THE WITNESS: Oh, you mean as a whole? 

Q. (By Mr. Maistros) Yeah. 

A. Well, I'd certainly have it on my list. I 
don't know if nicotine is -- I hadn't thought about 
it in those terms. I don't know whether there is 
nicotine in other chemicals that the chemical 
industry as a whole distributes or fertilizer. I 
haven't even thought about it; I'm sorry. 

Q. What uses does nicotine have in 1997 in 

this country? 

A. Gosh, I'm sorry; you're beyond my expertise 
here. I can try to think about it and give you an 
intelligent answer, but it's not going to be 
authoritative. 

Q. Do you know of any therapeutic uses related 
to nicotine? 

A. Oh, therapeutic uses. I can't think of 

any. 

* 

Q. Okay. Now, in terms of the smoking 
population out there, what you did in Exhibit 5 was 
try to arrive at a percentage of that smoking 
population that at least as DSM-IV characterized it 
was nicotine dependent; correct? 
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MR. NIMS: Objection 


THE WITNESS: 


Yes . 


Q. 

(By 

study, 

you did 

to orig 

inally? 

A . 

Not 

populat 

ion rep 

sample 

represe 

Q. 

Are 

believe 

that t 

have a 

value ? 

A . 

Have 

Q. 

Valu 

A . 

Have 

Q. 

Yeah 

believe 

s that 


Mr. Maistros) Now, when you did this 


not know who you would be sending this 


as individuals. 


I just wanted a 


representative of the general population, 


of the general population. 


there people other than you that 


DSM-IV nicotine dependence criteria 


a what? 


a value? 


Was there anyone out there that 


DSM-IV nicotine dependence criteria 


serves some purpose? 


MR. NIMS: Objection 


THE WITNESS: 


I think there are 


certainly people who do work on nicotine 


dependence, who -- probably those who - 


especially those who contributed to the 


C/7 

Co 


nicotine dependence criteria work on DSM-IV, 


would think it has value. 


Q • 


If those people were to send out your 11 


http://legacy.library.ucsf.edu/tkl/plr07a00/pdl 
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questions on page 23? 


A. 


Uh- huh. 


Q. 


Those people would anticipate, would they 


not, that the responses would be a pretty good 
indicator if somebody was nicotine dependent? 


MR. NIMS: Objection. 


MR. MAISTROS: 


Under DSM-IV. 


THE WITNESS: Well, again, I think this 


questionnaire is fair to use in a general 


population sample where there is no reason 


for bias. I think any epidemiologist even 


if they were an advocate and believer in the 


criteria should be or would be concerned 


about possible biases in a litigation for 


use of this say in a litigation situation or 


any other situation where the person 


tood 


to lose or gain as a result of their answe 



because that's the vulnerable thing in a 


self-report questionnaire unless you've got 


the opportunity for independent 


corroboration. That's the main thing that I 


would emphasize about that these 


questionnaires are fine and whether you 


believe those criteria or not, it will serve 


its purpose to elicit reliable data a 




long 
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as 

there's 

not the source of 

bias . 


Q. 

There 

— 


•- 


A. 

There 

' s 

always bias if 

someone stands 

* 

to 

lose or 

gain from 

their answers, 

so we can only 

do 


this kind of questionnaire research in a situation 
where there is no such bias. 

Q. Is it your testimony you couldn't evaluate 
whether somebody was nicotine dependent regardless of 
the amount of time you had to ask them questions or 
the questions you could ask them if there was somehow 
some bias in the process? 

A. Well, give you an example, in Hoskins 
Mrs. let's see -- what is her name. I guess actually 
it is -- Waltina Brown claimed that she was smoking a 
pack and a half of cigarettes a day and yet her 
medical records prior to the litigation consistently 
indicate that she was smoking half a pack a day and 
she gave other statements that are inconsistent with, 
for example, when Dr. Fiore had published his 
findings about nicotine dependence, I don't think you 
can have confidence in her self-reports, and it would 

4 

take much more thorough evaluation of the records to 
try to make sense of what's true and not true so just 
because someone says something, if they know they 
stand to gain in some way, you better be careful and 
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it would be prudent to have independent corroboration 
whenever there's such sources of bias. I think she 
as a good example of this problem of self-report 
1imitat ions. 

Q. Are you talking about the extent of 
smoking, the frequency, or what? 

A. Well, if someone doesn't even give you an 
accurate account of how much they're smoking, you 
really probably can't count on them to be giving 
other details. Likewise in Chamberlain, 

Mrs. Wohleber -- is that how you pronounce her name, 
W-O-H-L-E-B-E-R or U-R -- her memory is so -- or 
actually all the plaintiffs for which we had records 

in Chamberlain seemed to have a selective memory 
problem in that they can't remember a lot of things 
quite often that are informative about patterns of 
use and problems, and Mrs. Wohleber couldn't even 
remember how much she was smoking during the past 
year. Someone who seems to lack that kind of candor 
or who has such selective memory problems, I think 
you would have to be careful about evaluating their 
self-reports. 

Q. Now, you've read the depositions of the 
plaintiffs in both cases? 

A. Yes, sir. 


htlpi//legacy.library.ucsf.edu/lid.''plr07a00;pdl 
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1 Q. All the plaintiffs? 

2 A. Yes, sir, well -- four in Chamberlain and 

3 three in Hoskins. I believe those are the only ones 

4 that I've been provided. 

5 Q. I notice there's no medical records in 

6 either of those files; did you review those? 

7 A. No, I did not, and I in particular in the 

8 Chamberlain case before I could come to any 

9 conclusions on the individual subjects, I would 

10 really need to see those medical records. I consider 

11 what I've done so far on those plaintiffs as quite 

12 preliminary because there's so much memory problem in 

13 those cases that I felt that I needed the records 

14 very much in order to try to make sense of what that 

15 was all about. 

16 Q. In Chamberlain you could not offer an 

17 opinion on whether any of the plaintiffs are nicotine 

18 dependent? 

19 A. Without seeing the medical records, I 

20 really don't think I should because again, primarily 

21 there's problem of memory. 

22 Q. And in Hoskins? 

23 A. I think I was more impressed by the 

24 consistency and candor of the information about 

Mr. Hoskins and Mr. Aubain, and I think it's more 


25 
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clear in those cases, and so in my statement I did 


offer an opinion about those. Although, I think even 


there it would be helpful to have more detailed 


information, but I have the impression that those 


would probably be -- that the records would be 


consistent with what they said in their self-report 


depositions. 


Q. 


Okay. Now, did you make a medical judgment 


that these plaintiffs in Ohio were not worthy of 


be1ie f ? 


one 


A. 

What 

I 

would say 

is 

that 

what 

I've seen so 

i s 

not adequ 

ate for me 

to 

come 

to a 

conclusion 

way 

or the 

o 

ther and that 

I rea 

iiy 

then need to 


to 


ad the 

rec 

give 

cred 

n't re 

memb 

at it 

was 


to see whether there's some reason 


to their frequent statements of I 


I don't recall, I was just struck 


unusual that all four of the plaintiffs 


said that so often and so selectively. 


Q. 


Is it your opinion that the -- I'm sorry 


the plaintiff in New York, was it Brown? 


A. 


Yes . 


<s> 

U? 

CO 


Q • 


Is not worthy of belief? 


A . 


There's enough inconsistency, as I said in 


my statement, that I couldn't feel confident that she 


was reliable in her self-reports. I'm not even sure 
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criteria. 
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Q. 


And Hoskins and -- 


A . 


Aubain . 


Q. 


Aubain you did express an opinion? 


A. 


Yes . 


believe they meet the class 


criteria, but 


think that in my opinion they both 


were capable of stopping smoking at any time that 


they chose to do so, and Mr. Aubain certainly did 


10 


that for a year when he had the incentive of wanting 


11 


to get a reduced life insurance policy, so he stopped 


12 


for over a year in order to qualify for that without 


13 


any -- successfully, and Mr. Hoskins did stop at 


14 


times, but it was also clear from his statements that 


15 


he chose despite encouragement by his family to 


16 


continue to smoke because he liked to smoke. 


did 


17 


not regard that as compulsive use 


thought that 


18 


was a matter of choice. 


19 


Q. 


Now, in those files there's the -- and you 


20 


have not reviewed all of the class reps depos in 


21 


Ohio; correct? 


22 


A . 


The only ones that 


had were those 


- were 


23 


the four. 


Let 


see, I think that's Chamberlain, 


24 


Criden, Shepard, and Wohleber. 


25 


Q. 


You haven't reviewed Rubineau? 
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1 A. No. 

2 Q. And the depos that are in the files in 

% 

3 front of you, the Hoskins and Chamberlain files, are 

4 those all your stickies on all those depos? 

5 A. Yes, sir. 

6 Q. When were they put on? 

7 A. Just in reviewing them. That would have 

8 been in Chamberlain that would be would have been in 

9 October and November. 

10 Q. Of this year? 

11 A. Yes. I didn't have them before the 

12 deposition that was originally scheduled and they 

13 were sent to me when we had more time when that 

14 deposition was canceled and I went through them after 

15 that. 

16 Q. So in Chamberlain your report was prepared 

17 without reading any of the plaintiffs' depos? 

18 A. That's correct. It only bears on the class 

19 action issue and not on the particular cases. 

20 Q. And what else did you rely upon in 

21 preparing either of the reports, the New York and 

22 Ohio reports, other than the plaintiffs' depos? 

23 A. Oh -- 

24 Q. Would you like to read the reports? 

25 A. Well, I had the expert reports, Burns and 
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1 DeNelsky in Chamberlain and Henningfield and Fiore in 

2 Hoskins and then I had also begun to analyze the 

3 survey data about cigarette smoking. I referred to 

4 that in the Hoskins. 

5 Q. Anything else? 

6 A. And then my reading of the literature as I 

7 cited in the reports. Surgeon general's reports, 

8 articles of Fiore. 

9 Q. Have you actually read the '88 surgeon 

10 general's report beginning to end? 

11 A. Couple of times. Please don't make me do 

12 it again. 

13 Q. Now, what were you told was the Ohio, 

14 proposed Ohio class definition? 

15 A. Let's see. Do you mind if I get it out? 

16 Q. Go ahead. 

17 A. The class definition was a) all nicotine 

18 dependent - - 

19 Q. I'm sorry; what are you reading from? 

20 A. I'm sorry; this is from my first page of my 

21 declaration and expert's report. 

22 Q. Why don't we mark it seven, will be the 

23 Ohio report. _ 

24 (A certain document was marked 


25 


Exhibit Number 7 for 
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identification by the Reporter.) 
THE WITNESS: I referred several times 

to Hoskins. Did you want to mark that one? 

Q. (By Mr. Maistros) It actually has your CV 
attached to it. 


A . 

Did you 

want 

to 

mark the 

Hoskins? 

Q. 

Is that 

out 

of 

your file? 


A. 

Yes, it 

i s . 




Q. 

We'll leave 

it 

in there. 

I'll mark the 


copy I brought. 

A. Okay. 

Q. We'll mark Hoskins as eight. _ 

(A certain document was marked 
Exhibit Number 8 for 
identification by the Reporter.) 

THE WITNESS: On the first page of my 
declaration I summarized my understanding of 
the way the class is defined in the 
complaint and it's a) all nicotine dependent 
persons who are residents and/or citizens of 
the state of Ohio who have purchased or 
smoked cigarettes manufactured by the named 
tobacco companies; and b) is their estates, 
representatives, and administrators of these 
nicotine dependent smokers; and c) is the 
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spouses, children, relatives, and 


significant others 


these nicotine 


dependent 


smoker 


their heirs 


or survivors. 


Now, 


you 


on, you have no 


in the definition 


presume? 


No, other than its clinical implications 


and how it 


on psychiatric diagnosis. 


Have you 


rule 23, Federal Rules 


Civil Procedure? 


No . 


you have any idea what the requirements 


for 


class? 


know 


I 


ve had discussions 


these issues 


with the attorneys for 


Reynolds and other 


companies. 


certainly am not an 


on 


We've had discussions about whether this would 


workable 


definition and what it's implications 


would 


to the validity 


the 


I'm sorry 


asked you this, somebody 


will remind me. 


paragraph one 


the National 


Institute 


Health have they taken 


position on 


nicotine dependence? 


NIMH did you 


National Institute 


Mental Health? 
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1 Q. You say you're a consultant to the National 

2 Institute of Health. 

3 A. Oh, okay, right. 

4 Q. Have they taken a position on nicotine 

5 dependence? 

6 A. I think that the National Institute of Drug 

7 Abuse, NIDA, which is one of the divisions of NIH, 

8 supports the general approach of the government that 

9 funds it, as you might imagine, and that position is 

I • 

10 generally to support the positions of other branches 

11 of government, such as the surgeon general and so the 

12 politically correct position for NIDA is that 

13 nicotine dependence is a major public health problem. 

14 Q. So that's yes? 

15 A. Well, yes. 

16 Q. Now, were you provided a copy of the 

17 plaintiffs' complaint in Chamberlain? 

18 A. Yes. 

19 Q. Do you have that copy with you? 

20 A. Class action allegations. 

21 Q. Probably long. I'll mark Exhibit 9. Is 

22 this a copy of the complaint you were provided? 

23 A. Yeah, let's see. Let's just see if this is 

24 the -- I'm trying to remember what the relationship 

25 of this is to that. I think this may be a section. 


htlp://legacy.library.ucsf.edu/lid'plr07a00/pdt 
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Yeah. Yes. I don't know what this is. Oh, that's 
it, okay. All right, okay. 

Q. What is the page of that? 

A. It's just one -- I don't know. I think I 
made a copy of a page. This is actually Dr. Burns' 
statement and I had pulled off the page that had the 

ft 

summary of his -- the summary of the class. 

Q. Is this page 19 here the same as page 19 in 
the complaint? 

A. That's what I was trying to figure out if 
it was. It's a different page 19 so I'm not sure 
where that comes from. 

Q. Have you been provided copies of any other 

complaints in Chamberlain? 

A . No . 

Q. Amended complaints? 

A. I don't believe I've seen that. 

Q. Your expert report, in any event, is based 
upon Exhibit 9 in front of you? 

A. Yes . 

Q. Who put the yellow stickers on Exhibit 9? 

A. I'm sorry? 

Q. Who put the yellow stickers on Exhibit 9? 

A. I did. 

Q. How did you select what to put stickers on? 
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A. As I read through it, if something struck 
me as something that I would want to refer to later, 
I came back and this is actually, for example, the 
first sticker is the class action allegations and 


it's 

just 

what e 

ver I thought 

was -- I 

wanted to 

be 

able 

to ea 

sily 

quickly retrie 

ve or if 

I thought 

there 

were 

some 

state 

ment that was 

questionable or 



important. I just -- it's a way of calling my 
attention to it, so if I go through it again. I'll be 
able to find it quickly. 

Q. Okay. Could you go to page two of your 
report ? 

A. Yes. 

Q. I'm talking about the Ohio report, which is 
Exhibit 7. 

A. Yes . 

Q. Do you see about three- 

down after it lists the proposed 
diagnosis of A, B, C? 

A. Yes. 

Q. What do you say after t 

A. "The proposed measures 

not reliable diagnostic criteria 
"addiction" or "dependence" and, 
do not conform to any diagnostic 


quarters of the way 
criteria for 

hat, "In my view -- 

in combination are 

♦ 

for nicotine 
as proposed for use, 
criteria sanctioned 


51770 0766 









219 


1 by any official medical or scientific organization." 

2 Q. Now, do you consider the American 

3 Psychiatric Association a medical or scientific -- an 

4 official medical or scientific organization? 

5 A. Did you say American Medical? 

6 Q. I'm sorry; American Psychiatric 

7 Association. 

8 A. Yes, I do. 

9 Q. You consider the American Psychiatric 

10 Association an official medical or scientific 

11 organization or both? 

12 A. I do. Well, it's an official medical 

13 organization. I think they would also like to 

14 consider themselves, at least in their diagnostic 

15 classification work, as scientific. 

16 Q. Hasn't the American Psychiatric Association 

17 sanctioned the use of DSM-IV as a diagnostic 

19 MR. NIMS: Objection. 

20 THE WITNESS: Yes. 

21 Q. (By Mr. Maistros) And isn't one of the 

22 criteria listed above in paragraph two, persons who 

23 are or have been nicotine dependent as that phrase is 

24 defined under the criteria set forth in the American 

25 Psychiatric Association's Diagnostic and Statistical 
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Manual of Mental Disorder, fourth edition, 1994, 

(DSM- IV) . 

A. Yes . 

Q. So when you said in this affidavit, it is 

an affidavit; isn't it? 

% 

A. It's -- probably it's not notarized but 
it's a declaration and report. I did sign it. 

Q. You said in this declaration and report 
that the proposed measures in combination aren't 
reliable diagnostic criteria for nicotine addiction 
and dependence and did not conform to any diagnostic 
criteria sanctioned by any official medical or 
scientific organization. Did you really mean to say 
that subparagraph c) of the proposed definition was 
not a diagnostic criteria that was sanctioned by an 
official medical or scientific organization? 

A. What I'm say 

MR. NIMS: Objection. 

THE WITNESS: What I'm saying there is 
that C by itself is sanctioned, but when you 
put C together with A, B, and/or C, then you 
get a composite class definition that does 
not conform. 

Q. (By Mr. Maistros) Is there a suggestion in 
the complain that in order to determine whether the 


http://legacy.library.ucsf.edu/tid'plr07a00/pd( 


e: https:// 
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1 class fits the criteria of nicotine dependence that 

2 they have to meet A,B, and C? 

3 A. My understanding was that if they meet any 

4 of those, it says and/or between A and B and C and so 

5 you could have one of those, for example, a medical 

6 practitioner telling you that you will have adverse 

7 health consequences unless you stop and that would 

8 meet the definition of class as I understand is it. 

9 Q. Right. Let's just look at C. If you have 

10 a person who has been diagnosed in accordance with 

11 DSM-IV for nicotine dependence as nicotine dependent 

12 are you suggesting that that is not an official 

13 diagnostic criteria sanctioned by an official medical 

14 or scientific organization? 

15 A. C by itself does correspond to the APA 

16 definition, which is official. 

17 Q. And it would be an appropriate criteria by 

18 which to judge somebody as nicotine dependent if you 

19 believe in the value and efficacy of DSM-IV? 

20 A. Those are official criteria for dependence. 

21 There's the question that I think you're alluding to 

22 in your statement to me that yes, even if you made 

23 the definition of dependence, though, that still 

24 would not necessarily bear on the issue does that 

diagnosis discriminate reliably between people who 


25 
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1 are unable to conform their behavior to their wishes 

2 from those who are exercising a voluntary and legal 

3 choice. 

4 Q. Okay. Where does that voluntary and legal 

5 choice come into play in your psychiatric practice of 

6 evaluating somebody as dependent? 

7 A. That is a legal question -- 

to 

8 Q. Okay. 

9 A. -- about responsibility. 

10 Q. It has nothing to do, does it, with whether 

11 or not somebody is dependent upon a substance? 

12 MR. NIMS: Objection. 

13 THE WITNESS: No, I believe it does 

14 have something to do with mental status in 

15 that this is like an issue of informed 

16 consent or competency or responsibility in a 

17 criminal setting. You have to evaluate 

18 someone's mental condition in order to 

19 evaluate their capacity to make informed 

20 decisions. 

21 Q. That's true not only with respect to 

22 nicotine but heroin, cocaine, and alcohol? 

23 A. Correct. 

24 Q. So don't we get back to the issue that you 

25 do not personally believe DSM-IV nicotine dependence 
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1 criteria have the value that others might attribute 

2 to it? 

3 A. Correct. 

4 Q. But as a objective, scientific statement, 

5 the DSM-IV's are officially sanctioned criteria; are 

6 they not? 

7 A. For dependence. 

8 Q. Right. 

9 A. But they also -- DSM-IV if you read it in 

10 the introduction it says very clearly that these 

11 criteria are not to be used to render -- they are not 

12 adequate to render legal opinions and that raises 

13 legal opinions like responsibility raise other 

14 issues, and it specifically disclaims that they are 

15 adequate directly for the kinds of legal questions to 

16 which they're now being applied. 

17 Q. You don't -- you're not a lawyer; right? 

18 A. Correct. 

19 Q. In fact, you've declined the opportunity to 

20 present testimony where your psychiatric knowledge 

21 could assist the legal system in criminal cases; 

22 correct? 

* 

23 MR. NIMS: Objection. 

24 MR. MURPHY: Objection. 

25 THE WITNESS: I declined to offer 

httpjVlegacy.library.ucsf.edu/tid'plr07a00/pdl Source: https://www.industrydocuments.ucsf.edu/docs''ytxl0001__ . 
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1 opinions that I thought were invalid. 

2 MR. MAISTROS: Okay. 

3 THE WITNESS: You know, someone asked 

4 me to defend and I told him that my opinion 

5 will not help you because I will not support 

6 what you want me to say and so they, you 

7 know, it was -- at that point, it was their 

8 choice. I mean if they had wanted my to go, 

9 I would have thought they were a little bit 

10 crazy. 

11 Q. (By Mr. Maistros) You would not be an 

12 advocate of the insanity defense I take it? 

13 A. No, actually, I have, in fact, done a lot 

14 of work on the insanity defense in the past. I 

15 haven't been active in that for a while, but I do 

| ♦ 

16 think that there are people who have mental disorders 

17 that make them irresponsible for their actions. 

18 Q. Okay. 

19 A. I think it has a limited but real place in 

20 jurisprudence. 

21 Q. You are not attempting go offer an opinion 

22 in this case, are you, whether and that's Ohio 

23 whether or not a class action is an appropriate 

24 vehicle for relief for nicotine dependent people? 

25 A. Well, what I can say, I'm not a legal 
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1 expert, so what I can say is that I see problems with. 

2 the proposed class definition because I think it 

3 would -- the only way to be sure in individual cases 

4 whether someone really merits some sort of relief as 

5 a result of their compliance would require individual 

6 review of facts to evaluate their responsibility for 

7 their decisions or their loss of control for their 

8 being able to control their cigarette smoking and if 

9 there are problems with that, then I don't see how 

10 the class approach really is feasible. 

11 Q. Have you read the decision in New York 

12 which certified the class? 

13 A. I've heard about it. I haven't read it, 

14 but I understand it was quite broad. 

15 Q. And you I assume disagree with 

16 certification of the New York class? 

17 MR. MURPHY: Objection. 

18 MR. NIMS: Objection. 

19 THE WITNESS: I was not asked to render 

20 an opinion about the judge's decision. I 

21 guess that will be done in Appeals Court or 

22 someplace. 

23 Q. (By Mr. Maistros) What was your purpose in 

24 rendering an opinion in Ohio? 

25 A. To evaluate the adequacy of the proposed 


hllp://legacy.library.ucsf.edu/lid’plr07a00.'’pdt 
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1 class definition from a psychiatric standpoint. 

2 Q. Only from the psychiatric standpoint? 

3 A. Well, that's my expertise. 

4 Q. Now, in your next sentence you say, 

5 "Further in my view, tobacco use is a complex 

6 biological, psychological, and social practice." 

7 What expertise do you have insofar as biological 

8 practice of tobacco use? 

9 A. Well, I am a physician and I have expertise 

10 and knowledge about neurobiology and neurogenetics 

11 and brain organization. I have published in many of 

12 the leading journals in neuropharmacology and 

13 cognitive science. 

14 Q. Other than the supervision of nicotine 

15 receptor research in 1990 by graduate students, have 

16 you done any work on nicotine and biology? 

17 A. The issue of neurobiology is a little more 

18 general than that and I -- 

19 Q. Just nicotine? 

20 A. I do have expertise in the neurobiology of 

21 the brain. 

22 Q. That's not my question. I'm sure you are 

23 an expert. I'm asking have you done any research, 

24 clinical studies, investigations related to nicotine 

25 and its neurological effects in the brain? 

Source: https:. wmv.;ndustrydocuments.ucsf.edu.''doc& i ’ytxlOOOl ______ . .—— ....- 
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A. I have not 
knowledge of that is 
literature. 


done that directly. My 
indirect through my reading of 


Q. Okay. Then what's the difference between a 
psychological•and a social practice insofar as 
tobacco use is concerned? 

► 

A. There I'm distinguishing between factors 
that I would see as psychological like individual 

it 

differences in personality that refer to the 
individual and social variables, such as peer 
pressure, social queues, cultural attitudes toward 
smoking that operate at a interpersonal level rather 
than an individual personal level. 

Q. Okay. Now, then you go on to say -- let me 
read the whole sentence. "Further in my view, 
tobacco use is a complex biological, psychological, 
and social practice, and the assumption that some 

pharmacological addiction to nicotine explains 
tobacco use patterns is doubtful." I'm interested in 
the phrase "the assumption that some pharmacological 
addiction to nicotine explains tobacco use is 
doubtful." Where did you pick up that phrase? 

A. Well, I wrote it. 

Q. What did you mean by it? 

A. This gets at the claims by experts like 


Ln 

M 

<S> 

<S> 
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David Burns, who is associated with the 1988 surgeon 


general's report, and Jack Henningfield, who 


proposed -- and Fiore, who all proposed in both of 


these cases that nicotine is a principle agent that 


explains nicotine dependence and that who seem to in 


their proposals about regulating nicotine levels and 


so on seem to focus on nicotine as the major and sole 


or sole factor that explains cigarette smoking and 


its continuation, and what 


argue is that, in fact, 


10 


if that were true, then nicotine levels and nicotine 


11 


placement therapy should be able to predict the 


12 


people -- the ability of people to stop smoking -- to 


13 


stop smoking and that simply is not the case. 


14 


Q. 


What do you mean by "pharmacological 


15 


addiction" ? 


16 


A . 


That's a phrase to refer to this model that 


17 


Henningfield and Burns seemed to propose for 


18 


cigarette smoking that it is, in fact, a matter of 


19 


just -- that cigarette smoking is simply a vehicle 


20 


for getting nicotine into the body and 


believe that 


21 


that is a gross oversimplification that does not 


22 


explain the epidemiology or the psychiatry of 


23 


cigarette smoking. 


24 


Q. 


Now, do Burns, Henningfield, and Fiore, one 


25 


or all three of them, say that it's the 
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pharmacological addiction to nicotine that explains 


tobacco use. That's all they rely upon? 


A. 


Well, I'll give you their words. 


In my Hoskins report on page three I 


said, "Among their assertions are the claims -- 


Q 


Among - - 


A 


Well, would you rather -- 


Q. 


-- that's the key -- that's the key word 


Why don't you go to their report and show me where 


they said that nicotine addiction is attributable to 


the pharmacological addiction to nicotine? 


A. 


Okay . 


MR. NIMS: Is it your representation 


they don't believe that? 


MR. MAISTROS: I'm just asking him 


where he got this phrase. 


THE WITNESS: This is Henningfield's 


summary. Cigarettes and other forms of 


tobacco are addicting. Two, nicotine is the 


drug in tobacco that causes addiction. 


Three, the pharmacological and behavioral 


processes that determine tobacco addiction 


are similar to those that determine 


addiction to drugs, such as heroin and 


cocaine. 


I believe those three statements 
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are basically the crux of Henningfield 1 s 


view or he wouldn't have summarized them in 


that way. So what he's really saying is 


that nicotine causes addiction, and what I'm 


saying is that is not a sufficient 


statement. It is his -- that's also the 


premise that underlies all of his writing 


about regulating the levels of nicotine and 


cigarettes and that's simply not adequate. 


231 


10 


His view is one of what 


would call -- 


11 


would summarize these three points as the 


12 


pharmacological addiction view point, and 


13 


think that's simplistic and erroneous and 


14 


misleading. 


15 


Q. 


And you've never done any independent 


16 


research on your own to determine what the 


17 


pharmacological effects of nicotine are? 


18 


A. 


have done research that shows that other 


19 


factors other than nicotine -- 


20 


Q. 


No, listen to my question very carefully 


21 


Have you done any research to determine the 


22 


pharmacological effects of nicotine? 


23 


A . 


I've done literature research but not 


24 


direct laboratory research myself. 


25 


Q. 


Now, do you know what pharmacological 
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1 research any of the tobacco companies have done? 

2 A. Not specifically. What -- there's been, 

I 

3 you know, a lot of talk about information that might 

4 have been done and then suppressed which is now a 

i • 

5 matter of record as a result of disclosure of 

6 documents and it's my reading of the reports in '64 

7 and '88 of the surgeon general that any information 

8 that has been released as a result of these public 

9 disclosures of drug company research has not really 

10 changed our understanding of substance dependence or 

11 addiction in either is the 1964 or 1988. 

12 Q. Same that the general medical community 

13 whatever they knew about nicotine dependence in 1964 

14 hasn't changed much to today? 

15 A. That the description of the epidemiology 

16 and psychology and so on of substance dependence is, 

17 as it was characterized is '64, is I think very 

18 adequate in that there really was not a substantial 

19 change between '64 to '88 or to the present time. 

20 And our understanding of the nature of these 

•k 

21 disorders -- I mean we do have more information, we 

22 have more studies, we have a more detailed molecular, 

| • 

23 cellular characterization of some of the phenomenon, 

24 but basically we see and recognize the same kind of 

25 patterns of complex biopsychosocial interaction. 
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Q. 


Are you talking from a psychiatric 


standpoint or a biological standpoint? 


A . 


Both . 


I'm not saying that we haven't 


learned anything since '64, but what I'm saying is 


that the drug companies did not have information that 


kept us in the dark. 


Q. 


Now, what is that statement based on? Tell 


me all the factors you base that statement on? 


MR. NIMS: When you say drug company do 


you mean tobacco companies? 


THE WITNESS: 


I'm sorry; I meant 


tobacco companies 


It's a limited statement 


because I've already said that I have not 


done a systematic review, I'm not an expert 


on what the companies did and didn't know 


and when they knew it. 


MR. MAISTROS: Could you read back his 


answer before I ask my question? 


(The requested portion of the 


record was read by the Reporter.) 


Q. 


(By Mr. Maistros) When you said drug 


companies you meant tobacco companies; right. 


A . 


Correct . 


Q • 


Now, who is "us"? 


A. 


The scientific community at large 


http://legacy.library.ucsf.edu/tid'plr07a00/pdt 
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1 Q. And the information you're saying they did 

2 not have that did not keep you in the dark is that 

3 related to nicotine addiction or health consequences 

4 of smoking or what? 

5 A. Nicotine and cigarette smoking. 

6 Q. Okay, what information have you discovered 

7 that the tobacco companies had that they didn't 

8 disclose that didn't keep you in the dark with 

9 respect to nicotine addiction? 

10 A. That's what I'm saying is that I really 

11 don't think that the information that is now in the 

12 public domain, as a result of disclosure of I guess 

13 what was considered confidential proprietary 

14 material, really changes our understanding of 

15 cigarette smoking and that if you look back at the 

16 1964 report even, you'll see that it is a remarkable 

17 document prepared by the surgeon general and I think 

18 very accurately summarizes the health problems 

19 associated with cigarette smoking and -- 

20 Q. I'm not interested in the health problems 

21 for the time being. I'm talking about the addiction. 

22 A. And the facts about whether, it leads to 

23 intoxication or not is recognized. The facts about 

24 it being associated with repetitive use but not with 

intolerance to adverse effects but not necessarily to 


25 


51770 0781 









234 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


tolerance to pleasurable effects and the fact that 
there are people who have -- the fact that people did 
have difficulty stopping, but that it was something 
that is better characterized as an addiction -- I'm 
sorry; as a habit rather than an addiction because of 
the fact that we've discussed earlier. 

* 

MR. MURPHY: And I was just going to 
say I don't think you're doing it 
intentionally, but that's a couple times 
where you're cutting the witness off and I 
just wanted to remind you that the Northern 
District of Ohio, you know, we're talking 
about Chamberlain and others, passed a rule 
over the summer that specifically addressed 

that . 

MR. MAISTROS: Is that politeness in 

depositions ? 

MR. MURPHY: It actually says 

ordinarily the witness should be allowed to 
finish his answer, and like I said, I don't 
think you're doing it intentionally. 

MR. MAISTROS: Yeah, if I am, I 

apologize. I've read the depositions. The 
witness has certainly in the past known when 
to tell lawyers to please stop interrupting 
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me, so I figured if I was doing it, he would 
tell me. If I cut you off, I apologize. I 
remember doing it a couple times and asked 
you if I cut you off. Did I just cut you 
off now? I don't remember what I even asked 
you to cut you off. 

MR. MURPHY: You interjected in his 
answer and then told him he could keep 
going. 

MR. MAISTROS: Yeah, because he went on 
to an area I wasn't asking him about, and I 
just didn't want to sit here and listen, but 
if you feel compelled to talk about the 
health issues, go ahead, but I'm really 
interested in the addiction issues. 

THE WITNESS: Oh, I see, right. Okay. 

Q. (By Mr. Maistros) What specific documents 
did the tobacco company suppress that you believe 
have now been released that did not keep you in the 
dark? 

MR. NIMS: Objection; mischaracterizes 
the testimony. 

MR. MAISTROS: I thought he used the 

* 

word "suppress" but. 

THE WITNESS: I'm really -- I'm not an 
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expert -- I have actually haven't gone back 


and tried to pick out and see what was -- 


find something that may have been hidden. 


What I'm saying is that since that has been 


released, there has been no evolution of our 


understanding of the nature of substance 


dependence and there's been no change in it. 


and I think that even if you look at the 


19 -- go back as far as the 1964 surgeon 


general's reports, what they say about the 


nature of the patterns of cigarette use are 


not really changed by the 1988 surgeon 


general's report and that's not changed to 


this day about dependence and addiction. 


The only thing that you've seen change is 


differences in criteria and then assertions 


being made that addiction and dependence are 


synonomous 


Q. 


Okay. Are you done? 


A. 


Yeah. 


Q. 


I want to go back, though, to your 


statement that the drug companies -- the tobacco 


companies did not have information that kept us in 


the dark. Do you know specifically what information 


the tobacco companies had? 
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1 A. Oh, I see what you're saying. I can't say 

2 that. I don't. All I can say is that what has been 

3 disclosed does not seem to have changed our 

4 understanding of substance dependence. I can't say 

5 what if, in fact, everything that they knew has been 

% 

6 disclosed. I'm not privy to that. 

7 Q. Now, in the next sentence you say, going 

8 back to Exhibit 7, "In addition, a determination of 


9 

who if, 

anyone - - 



10 

A. 

I'm sorry; where is 

this? 


11 

Q. 

Bottom of page two, 

Exhibit 7, 

the Ohio 

12 

report. 




13 

A. 

Okay . 



14 

Q. 

"In addition, a determination 

of who, if 


15 anyone, would be in any proposed class of addicted or 

16 dependent tobacco users would require an in-depth 

17 evaluation of the facts respecting each individual 

18 who claimed to be such a person." 

19 A. Right. 

20 Q. Now, did you use the word "addicted" or 

21 "dependent" tobacco user in there because you were 

22 paraphrasing somebody or do you use those words 

23 interchangeably? 

24 A. No, I was using those because they're used 

25 interchangeably by the experts and in the complaints 
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there's usually a reference to them being traded 

synonymously, so I'm just trying to make my statement 
conform to the complaints usage by the experts. 

Q. Is it your understanding that for purposes 
of the class definition that it must be defined in 
such a way so that the entire universe of people that 
might be within that definition could be determined 
without an in-depth evaluation of the facts 
respecting such individuals? 

MR. NIMS: Objection. 

THE WITNESS: Make sure I understand 
the question. You're asking me is it my 
understanding that the proposed class 

L 

definition would not allow for an in-depth 
evaluation? 

Q. (By Mr. Maistros) No, let's back up. What 
is your main point you're making by this statement? 

A. Well, what I'm saying is that in order to 
really know whether someone was dependent or not, you 
actually would have to review facts about each 

I 

individual case, that it would not be sufficient for 
someone to simply indicate that they meet criterion 
A. Let's see -- I'm sorry; that for the definition 
of dependence, it wouldn't be adequate in my opinion 
for them to just say that a medical practitioner 
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1 warned them or told them that they were nicotine 

2 dependent. 

3 Q. How about if they met DSM-IV for nicotine 

4 dependence? 

5 A. Well, even if that was true, that would 

6 show that they were dependent, but that wouldn't show 

7 that they did not have voluntary capability to make 

8 their choices or that they had loss of control. I 

9 don't believe that the dependence criteria even as 

10 sanctioned by the APA are sufficient to show that 

11 people have loss of control of smoking. 

12 Q. Where does that come in to your expert 

13 opinion that the plaintiffs must show loss of control 

14 to be in the class? 

15 A. Because all the experts, such as Burns in 

16 Chamberlain which is the one we're talking about, 

17 claim that cigarette smokers who are dependent or 

18 addicted are unable to stop smoking and that's the 

19 reason they've gotten hooked. They've become 

20 addicted and for that reason, they keep smoking. 

21 They really aren't able to stop even though they 

22 would like to stop. The claim is repeatedly over and 

23 over made that they really want to stop, but they 

24 can't because they're addicted. In other words, 

25 they've got loss of control and what I'm saying is 
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that the dependence criteria are not sufficient to 
show that the person does or does not have loss of 
control. 

Q. In other words, you'd be more comfortable 
if the class was limited to just dependence as 
opposed to choice and loss of choice. 

MR. NIMS: Objection. 

THE WITNESS: Well, even that -- no, 
that's not adequate. What I'm saying now is 
two problems. One is that the class 
definition doesn't really assure a 
reasonable standard for whether they're 
dependent. And then secondly, that even if 
they're dependent, that's not sufficient to 
show that they have loss of control of their 
cigarette smoking. 



Q. I 

understand that 

and 

I understand that 

you 

don 

' t agree 

with the DSM-IV, 

but 

there are 

people 

out 

the 

re that 

do agree with DSM 

-IV; 

are there 

not ? 



A. As a definition of dependence but nobody 
thinks that the definition of dependence assures that 
you have loss of control and, in fact, nobody can 
really define -- 

Q. Where does loss of control come into this? 

A. When your experts Burns and DeNelsky say 
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that dependent people are unable to stop smoking 
because they're pharmacologically addicted, that's 
when it comes in, in their words and in the class 
assertion that that's why people keep smoking. It's 
not me that's saying it, you're putting -- 

Q. Let's break this down then. Are you're 
telling me then that if you were among those people 
including the American Psychiatric Association that 
recognizes the DSM-IV as being a valid criteria that 
you could not define a class of people that fit that 
criteria? 


MR. NIMS: Object 


THE WITNESS: 


I' m 



repea 

t it? 




Q. 

(By Mr . 

Mai 

st ros) 

that 

you b 

elieve 

in t 

he val 

Make 

that 

as sumpt 

ion 

for me 


A. 

Okay. 




Q. 

After t 

his 

questi 


beliefs 


Let's assume that 


validity of DSM-IV. 


Is it 


could not conceive of a cla 


United States or Ohio or Ne 


within the class of DSM-IV? 


ion. 

♦ 

sorry; would you 

Let's assume for a moment 
idity of DSM-IV; okay? 

just for this question. 

on, we'll go back to your 
you believe in the 
your testimony that you 
ss of people out there in 
w York that would fit 


25 


MR. NIMS: 


Obj ection. 
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THE WITNESS: There are people who 


would satisfy the criteria of DSM-IV for 


dependence. 


Q. 


(By Mr. Maistros) And you could develop a 


set of questions; could you not -- 


A. 


Yes . 


Q. 


-- to figure out who those people are? 


MR. NIMS: Objection. 


THE WITNESS: 


could develop a 


10 


screening questionnaire, but then there 


11 


would still be the issue of the reliability 


12 


of that in the litigation situation that 


13 


would require in-depth evaluation and 


14 


corroboration of individual facts. 


15 


Q . 


(By Mr. Maistros) At the minimum, you could 


16 


develop a screening criteria similar to what you did 


17 


in Exhibit 5 in the summer of 


95 from a psychiatric 


18 


standpoint to determine such a class; could you not ? 


19 


MR. NIMS: Objection. 


20 


THE WITNESS: Yes, subject to the 


21 


difficulties of applying in a litigation 


22 


situation where there's bias. 


23 


24 


Q. 


(By Mr. Maistros 


Which is something that 


you're not qualified to express an opinion on; 


<s> 

vj 

Vo 

s> 


25 


correct ? 
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1 MR. NIMS: Objection. 

2 Q. (By Mr. Maistros) You're not expressing 

3 legal opinions on the validity of the class; are you? 

4 MR. NIMS: But he is qualified to 

5 express an opinion on bias in survey 

6 instruments, which is what he was doing. 

7 Q. (By Mr. Maistros) Are you qualified to 

8 express an opinion on the validity of the class? 

9 A. I really don't know how to answer that 

10 question, yes or no. I'm telling -- 

11 Q. Unlike court you don't have to do that. 

12 You can explain here. 

13 MR. NIMS: We can all agree he is not 

14 the judge and the judge will decide if those 

15 things on which he has psychiatric opinions 

16 are of assistance in helping the judge 

17 determine whether a class action can be 

18 properly certified. 

19 Q. (By Mr. Maistros) Would you adopt that as 

20 your answer? 

21 A. Yes. 

22 Q. Okay. So, as a matter of your expertise, 

23 you could offer an opinion as to whether or not a 

24 class of smokers would fit under the criteria DSM-IV 

for nicotine dependence? 


25 
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MR. NIMS: Objection. 

THE WITNESS: Yes. 

Q. (By Mr. Maistros) Okay. And again that 
answer assumes that you believe in the validity of 
DSM-IV for nicotine dependence; okay? So there's no 
confusion on the record, I'm not saying you do. I 
say your answer assumes it for purposes of the 
answer; do you understand? 

A. Yes. 

Q. You go on to say in 
top of page three, referring 
assume, "This is based on the 
individual is unique in terms 
education, experiences (adult 
maturity which define persona 
said? 

A. Yes . 


Q. 

What 

did 

you mean 

by 

that ? 


A. 

Well 

, in 

order to 

evaluate the 

motivation 

and dec 

ision-m 

aking 

ability 

of 

a person, 

you would 


have to not just know whether they continued to smoke 
or not or even their pattern of smoking, as defined 
in the diagnostic criteria, but you would actually 
have to understand their motivation, which would 
require knowledge of these kinds of developmental 


this paragraph at the 
to the last sentence, I 
fact that every 

of genetic composition, 


and 

child) 

and 

level 

of 

lity. 

" Is 

that 

what 

you 


Source: https 
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issues . 

Q. How are you going to evaluate the 
reliability of the criteria in you're '95 study 
without understanding the genetic compensation and 
experiences, level of maturity, of the people 
responding to your survey? 

► 

A. Can't. I'm simply studying the 

relationships of those kinds of answers to one 
another, different approaches to criteria, and 
relationships of those to personality, which I also 
measured. I did measure personality. 

Q. You say at the top of page four, "Most 
recently both the WHO and APA, American Psychiatric 
Association, have utilized the term "dependence" to 
recognize not a simple syndrome but a complex 
interplay of psychological, social, and biological 
factors in substance use behavior. 

Were you state -- stating by that that 
recently the World Health Organization has used the 
word "dependence" insofar as nicotine is concerned or 
just dependence? 

A. There I was referring to the shift from 
using the word "addiction" to using the word 
"dependence" and the explicit disavowal of the use of 
the word "addiction" because of its 
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1 inappropriateness. 

2 Q. Didn't the World Health Organization in 

3 fact use "dependence" back in '64? 

4 A. The switch was made later. The WHO in the 

5 early 1980's, around the time of DSM-III was, in 

6 fact, advocating dropping the use of the word 

7 "addiction" and using the word "dependence" more 

8 consistently for substance abuse. There was some 

9 times use of the word "dependence." The important 

10 thing was to stop using the word "addiction" because 

11 of its false implications. 

12 Q. In the middle of your paragraph you say, "A 

13 substance is traditionally considered to be addictive 

14 only if it causes a) intoxication manifest by 

15 impaired cognition and judgment; b) default of social 

16 and occupational responsibilities; and c) physical 

17 dependence manifest by a consistently reproducible 

18 withdrawal system; and d) tolerance." Where do you 

19 get that from? 

20 A. That’s a summary of a traditional picture 

21 of an addict, which was summarized, for example, in 

22 the 1964 surgeon general's report. But it wasn't -- 

23 it didn't originate with the 1964 surgeon general's 

24 report that was, in fact, that is the image of an 

25 addict . 
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Q. Are you talking about image from a public 
perception standpoint or -- 

A. And criteria. 

Q. -- is this a scientific definition of 

addiction. 

A. It's scientific. It's also the popular 
image that's evoked because that's the picture that 
the scientists have characterized addiction by. 

Q. And it's your testimony here today that in 
order to be considered -- scientifically considered 
addictive, you have to meet all four of these? 

A. That was the 1964 surgeon general's 
definition that would require all of those features. 

I think that what you have to remember is that 
addiction is a concept. There is no pathognomonic 
biological or psychological criterion for it. 
Dependence is a concept and we have to evaluate these 
concepts in relation to some particular objective. 

If your objective is to determine whether someone is 
responsible for their choices like in smoking, then 
you would need to consider features that would be 
predictive of those kinds of choices. 

Q. Okay. 

A. And these are the kinds of features that I 
think would really show that someone is not 


51770 0795 






248 



responsible . 

Q. Other than the '64 surgeon general's 
report, what authoritative scientific text could I 
pick up that would tell me all four of these have to 
be met before something's considered addictive? 

A. Unfortunately, you won't find anything that 
specific because the traditions of diagnosis at the 
time were much looser than they are currently and 
even at that time it was DSM-II that was operative as 
the official criteria, and DSM-II uses this concept 
but it doesn't give explicit operational criteria the 
way DSM-III and IV did. So you won't find rules like 
that at that time. It just -- it was not the 

standard at the time. 

Q. Does DSM-IV have any reference to 
addictiveness that bears any relation to these four 
criteria today? 

A. Some relation but not exact, the closest 
that it gets is to sub type dependence into those 
with and without physiological dependence, which 
means withdrawal and tolerance. So it gets two of 
those, but it doesn't and it would include social and 
occupational impairment but not necessarily the kind 
of default of responsibilities and it wouldn't 
require intoxication at all. But we've gone over 
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1 those kinds of issues before I think. 

2 Q. Okay. Is your quarrel with the use of the 

3 word "addiction" by the experts in Ohio simply one of 

4 is semantics like it was -- I'm sorry let's start 

5 over because that wasn't your answer. 

6 Is your quarrel with the use of the 

7 word "addiction" by the Ohio experts such that if 

8 "dependence" was used instead of "addiction," you 

9 would have less of a problem with that? 

10 MR. NIMS: Objection. 

11 THE WITNESS: That's not the only -- 

12 that's not the only problem. What I see 

13 happening is that people are trying to use 

14 the dependence criteria to do something it 

15 does not do and wasn't designed to do and 

16 that is to identify people who supposedly 

17 have loss of control of their decision to 

18 continue or to stop smoking. That's the 

19 fundamental problem. 

20 Q. (By Mr. Maistros) But it's your 

21 understanding this loss of control of decision is 

22 interjected solely as a result of the plaintiffs' 

23 experts? 

24 A. No, it's a part of the complaint. 

25 Q. Is it part of the class definition? 
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1 A. Well, let me see if I can find -- okay. 

2 The complaint itself, page 26, this is Exhibit 9, 

3 section 38, summarizes the same points that are in 

4 the Henningfield summary in Hoskins and the 

5 Chamberlain section 38 referring to the surgeon 

6 general's reports, repeats that cigarettes are 

7 addicting, that nicotine is the drug in tobacco that 

8 causes addiction, and the pharmacological processes 

9 that determine tobacco addiction are similar to those 

I ♦ 

10 that determine addiction to drugs, such as heroin and 

11 cocaine. Those same claims are made here in 

12 Chamberlain in the basic complaint. 

13 Q. Okay. Again, my question is do you know 

14 and if you don't, just say you don't. Do you know if 

0 

15 loss of control is a component of the class 

16 definition in Chamberlain as proposed? 

17 MR. MURPHY: I'm going to object to the 

18 form. I think part of the problem is that 

19 the multi-multi-page complaint? 

20 Q. (By Mr. Maistros) Well, let's make it 

21 simple. You have outlined in your report the 

22 proposed class definition if you go to page two at 

23 the top in terms of the criteria for diagnosis; do 

24 you see that. 

25 A. I'm sorry; what page? 
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1 Q. Your report. Go to your report in Ohio, 

2 Exhibit 7, page two? 

3 A. Okay. 

4 Q. Didn't you in there paraphrase what the 

5 proposed class would include? 

6 A. What I am saying, and I just was trying to 

7 find the section where it makes it explicit, is that 

8 I believe that the proposed class definition 

9 implicitly assumes that loss of control is involved 

10 in nicotine dependence and/or addiction but. 

11 Q. Doesn't state that, though, does it? 

12 A. Well, that's what I'm trying to find. 

13 Certainly that is -- that claim is made by both the 

14 experts and by the surgeon general's report, which 

15 are quoted in the complaint. There's no question 

16 about that, unless you want to -- if I'm mistaken, if 

17 you want to correct me and say that you do not think 

18 that loss of control is required -- 

19 Q. I'm just asking you -- 

20 A. Or that nicotine dependent people don't -- 

21 Q. You keep interjecting and I'm asking you do 

22 you believe that that is in the stated written 

23 definition of the proposed class? 

24 MR. MURPHY: I'm going to object. I 

25 mean I think there's terms in the proposed 


51770 0799 









252 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 


1 

2 

3 

4 

5 

6 

7 

8 
9 
0 
1 
2 

3 

4 

5 

6 

7 

8 
9 
0 
1 
2 

3 

4 

5 


class or defined in other parts of the 
complaint and I think it's an unfair 
question given the length of complaint. 

Q. (By Mr. Maistros) There's no right or wrong 
here. If you're telling me that you believe that 
that is part of the stated class definition of the 
complaint, that's your answer, and I mean the 
complaint is what it is. We can all read it. It's 
in there somewhere, I'm sure, but you paraphrase it 
in your report and you don't make reference to that. 
That's why I'm wondering why you keep interjecting 
that phrase. 

MR. MURPHY: Again, I'm going to object 
to your question about what his report does 
or does not make reference to. I think the 
report speaks for itself. 


THE WITNESS 


Well, it says here that 


the tobacco, on page 54, the tobacco 


industry engaged in an ongoing conspiracy to 


actively misrepresent, omit, and conceal the 


truth about nicotine in order to 


s 


ustain the 


addictions to exist -- of existing cigarette 


smokers and to hook thousands of new smokers 


everyday. Those words are other ways of 


talking about loss of control. In other 




hllp://leaacy.|ibrafy^ics(.edj/lid' l plr.07a0Q.''pd( 


Source: httpsj/www.industrydocuments.ucsf.edu/dc 
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words, the idea is addiction and hooking, 

« 

that these are then people who once they 
start are unable to stop. 

Q. (By Mr. Maistros) Do you under -- 
A. That's what I mean when I say loss of 

0 

control and I would say that when I said a loss of 
control, I say that that is the concept that is 
embedded in this statement on page 54 of the 
complaint. 

Q. Do you understand what the purpose of a 
class definition is? 



MR . 

MURPHY: 

% 

Jack 

ano 

ther 

ob je 

ct ion 

to t 

set 

of c 

lass 

cert i 

f ica 

on 

plain 

tiff 

that 

woul 

pos 

it ion 

hop 

ef ul ly 

she 

de f 

• 

ini t i 

on, 

and we 

did 

t ho 

se . 

So I 

think 

t ha 

to 

raise 

here . 



MR . 

MAI 

STROS : 

Al 


MR . 

MURPHY: 

We a 

tel 

1 us 

what 

the c 

lass 

got 

nowh 

ere . 



Q. 

(By 

Mr. 

Mais t 

ros) 


, I'm going to make 
his that we served a 
tion interrogatories 
d have from our 
d light on the class 
not get answers to 
t's another objection 

1 right. 

sked the plaintiffs to 
definition was and we 

Do you understand what 


25 


the purpose of class definition is? 
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A. It's -- my understanding is that it is a 
set of criteria to define a group of people who are 
either in the class or outside of the class, so that 
they can participate in a group complaint to receive 
relief for complaints alleged. 

Q. And in the second page of your report you 
state, "Furthermore, the proposed criteria for 
diagnosis of nicotine dependence include" and then 
you list those A, B, C. 

A. Uh-huh. 

Q. Did you pick that out of the complaint? 

A. Yes . 

Q. Or did an attorney? 

A. No, I did. It's right there. It doesn't 
take much -- it's listed the same way. 

Q. And it's almost word for word that's in the 
complaint; is it not? 

A. Yes . 

Q. Now, is it your understanding that that is 
how the class would be decided if they fit that 

criteria? 

MR. NIMS: Objection. Again, I'm going 

to object in that we tried to ask that of 

plaintiffs-- 

MR. MAISTROS: I'm not asking what he 
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1 thinks the Ohio claim should be made of. 

2 We're missing each other. I'm not asking 

* 

3 what he thinks the Ohio class consists of. 

4 MR. MURPHY: Let me put my objection on 

5 the record that I think it's unfair to ask 

6 him these questions when plaintiffs 

7 themselves won't define for us what the 

8 class is and when we've specifically asked 

9 in paragraphs 28 and 29 of the complaint set 

10 forth the definition of class membership 

11 that you propose and that question was not 

12 answered. 

13 Q. (By Mr. Maistros) Did you understand my 

14 question? 

15 A. Would you repeat the question? 

16 Q. You listed in your report the proposed 

17 criteria. It's very accurate, it was taken right out 

18 of the complaint. 

19 A. Uh-huh. 

20 Q. Did you have any question that that was the 

21 proposed diagnostic criterion for this class in Ohio? 

22 A. I understood that that was what was 

23 proposed. 

24 Q. I'm not asking you if you agree with it. 

25 You obviously don't agree with it; right? 
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A. Or that it would be what would be finally 
accepted, but I know it's proposed. 

Q. But when you decided to list A, B, and C, 
did you see anything before, close to, or in A, B, 
and C that referenced lack of control -- 

MR. NIMS: Objection. 

Q. (By Mr. Maistros) -- or inability to 
control or choice? 

A. I think I've answered this repeatedly. I 

believe that the whole complaint and your expert 
statements all indicate that you're proposing a 
definition and alleging that it would be adequate to 
identify people who have become hooked to cigarettes 
and are unable to stop even though they wish to. 

MR. MAISTROS: Okay. Obviously we're 
not going to finish today or maybe not 
obviously. I'm not going to finish today. 

Does anyone have objection to recessing 
until tomorrow morning? 

(Whereby, signature was not 
waived.) 
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I, DR. C. ROBERT CLONINGER, hereby state 
that I have read the foregoing questions and answers 
appearing in this transcript of my deposition, and 
that this is a true and accurate (corrected) report 
of said answers given in response to the questions 
appearing herein. 


DR. C. ROBERT CLONINGER 

Subscribed before me this _ 

day of _, 1997. 

My commission expires _ 


Notary Public. 


http://legacy.library.ucsf.edu/tkl/plr07a00/pdf 
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CERTIFICATE 


I, Christina J. Dunkel, CSR, do hereby 
certify that pursuant to Notice there came 
before me DR. C. ROBERT CLONINGER, who was 
by me first duly sworn of his oath to 
testify to the truth of his knowledge 
touching and concerning the matters in 
controversy in this cause; that he was 
thereupon examined upon his oath, and his 
examination was taken in shorthand by me and 
later transcribed into computer-aided 
transcription under my supervision, and that 
the deposition is a true record of the 
testimony given by the witness. 

IN WITNESS WHEREOF, I have hereunto 
subscribed my name and affixed my seal this 
29th day of November, 1997. 
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IN THX UNITED STATES DISTRICT COURT 
POR THE NORTHERN DISTRICT OP OHIO 

EASTERN DIVISION 


JUDITH E. CHAMBERLAIN, 
at al.. 

Plaintiffs, 


-v- 


THE AMERICAN TOBACCO 
COMPANY, INC., at al., 

Dafandanta 


CIVIL ACTION NO. lt96CV2005 
JUDGE PATRICIA ANNE GAUOHAN 


PLAINTIPPS' AMENDED NOTICE OP 
DEPOSITION OP C. ROBERT 
CLONINGER 


Please take note that on November 13 and 14, 1997 


beginning at 10:00 a.m., at the St. Louis Airport 


1-70 at 


Lambert Airport, St. Louis, Missouri 63134, Plaintiffs in the 
above-captioned action will take the deposition, for the limited 
purpose of inquiring into class certification issues, pursuant to 


Federal Rule of Civil Procedure 30, of C. Robert 


Dr. 


Cloninger is to bring with him for purposes of this deposition each 


every document reviewed by, 


lated to and/or relied upon by 
Expert Report. These documents 


are to include all drafts of the Expert Report. The deposition 
will be taken before a person authorized by the law to take 
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One Kansas City Place 
1200 Main Street 
Kansas City, Missouri 64105 

Attorney* for Defendants 
Lori Hard Tobacco Company, 
Lorillard, Inc., and Loews 
Corporation 
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Steven D. Bell 
Ulmer fc Berne, L.L.P. 

Bond Court Building 

1300 East 9th Street, Suite 900 

Cleveland, Ohio 44114 

Attorney* for Defendant* 

United States Tobacco Company 
and UST Inc. 


Thoma* J. Collin 

David J. Hooker 

Robert F. Ware 

Thompson Hine fc Flory LLP 

3900 Key Tower 

127 Public Square 

Cleveland, Ohio 44114 

Steven Klugman 
Harry Zirlin 
Debevoise fc Plimpton 
87S Third Avenue 
Hew York, NY 10022 

Attorney* for Defendant . 

The Council for Tobacco Research 
U.S.A., Inc. 


Thoma* P. Meaney, Jr. 

Kenneth J. Walsh 

McDonald Hopkins Burke k Haber 

Co *, L. P«A. 

2100 Bank One Center 
600 Superior Avenue, B. 

Cleveland, Ohio 44114 

Marc E. Kasowitz 
Marie V. Santacroce 
Kasowitz Benson Torres fc Friedman 
1301 Avenue of the Americas 
New York, NY 10019 

Attorney* for Defendant* 

Liggett Group Inc., Liggett k 
Myers, Inc. and Brooke Group 
Ltd. 
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Charna E. Sherman 
Kim M. Hastings 
David J. Michalski 
Hahn Loeser k Parks 

BP America Building 

200 Public Square, Ste. 3300 

Cleveland, Ohio 44114 

Attorney for Defendant 
The Tobacco Institute, Inc. 


Phillip J. Campanella 

Calfee Halter k Griswold 
1400 McDonald Investment Center 
800 Superior Avenue 

Cleveland, Ohio 44114 

■ 

Attorney for Defendant 
The Kroger Co., The EBY-Brown 
Company, Novelart Manufacturing 
Company and Riser Foods, Inc. 
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SUPREME COURT OF THE STATE OF NEW YORK 
COUNTY OF NEW YORK 


PHYLLIS SMALL and DENISE FUBINI, 
individually, and on behalf of 
others similarly situated. 


Plaintiffs, 


- against - 


LORILLARD TOBACCO COMPANY, INC., 
LORILLARD, INC., LOEWS CORPORATION, 
COUNCIL FOR TOBACCO RESEARCH-USA, INC 
(Successor to Tobacco Industry 

Research Committee), AND TOBACCO 


INSTITUTE, INC., 


Defendants. 


x 

» 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 


Index No. 

110949/96 

Judge Charles 
Ramos 


NOTXCS TO TAR* 
VXDBO DIPOSITION 
AND RIQUB8T FOR THE 
PRODUCTION 1 




SUPREME COURT OP THE STATE OP NEW YORK 
COUNTY OF NEW YORK 


MARY ANN HOSKINS, Executrix of the 
Estate of Edwin Paul Hoskins, KALTINA 
BROWN and DANTE AUBAIN, individually, 
and on behalf of others similarly 
situated. 


Plaintiffs, 


- against - 


R.J. REYNOLDS TOBACCO COMPANY, 
RJR NABISCO, INC., COUNCIL FOR 
TOBACCO RESEARCH-USA, INC. 
(Successor to Tobacco Industry 
Research Committee), AND TOBACCO 

INSTITUTE, INC., 

Defendants. 


x 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

x 

X 

X 

X 

X 

X 

X 

X 

X 
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Judge Charles 

B. Ramos 
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VIDEO DEPOSITION 
REQUEST FOR TEE 
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SUPREME COURT OP THE STATE OP HEW YORK 
COUNTY OP NEW YORK 


X 

SHARLENE HOBERMAN and AUDREY HULSE, x 

as executrix* on behalf of the x 

Estate of Lewis Hulse, x 

individually* and on behalf of others x 

similarly situated, x 

x 

Plaintiffs, x 

x 

- against - x 

x 

BROWN 6 WILLIAMSON TOBACCO CORPORATION, X 

B.A.T. INDUSTRIES P.L.C., BATUS, INC., X 

BATUS HOLDINGS, INC., COUNCIL FOR X 

TOBACCO RESEARCH-USA, INC. X 

(Successor to Tobacco Industry x 

Research Committee), and TOBACCO X 

INSTITUTE, INC., x 

X 

Defendants. x 

S 

_X 


Index No. 
110953/96 


Judge Charles 
E. Ramos 


NOTXCS TO TAKE 
VIDEO DEPOSITION 
REQUEST FOR THE 
PRODUCTION 








SUPREME COURT OP THE STATE OP NEW YORK 
COUNTY OP NEW YORK 


x 

ROSE FROSINA, ELIZABETH COLAVITO X 

and ANILDA ROSS, individually, and on x 
behalf of others similarly situated, x 

x 

Plaintiffs, x 

x 

- against - x 

x 

PHILIP MORRIS, INC., PHILIP MORRIS X 

COMPANIES, INC., COUNCIL FOR x 

TOBACCO RESEARCH-USA, INC. X 

(Successor to Tobacco Industry x 

Research Committee), AND TOBACCO x 

INSTITUTE, INC., X 

x 

Defendants. x 

x 


Index No. 

110950/96 


Judge Charles 

E. Ramos 


NOTICE TO TAEE 
VIDEO DEPOSITION 
REQUEST FOR THE 
PRODUCTION I 
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SUPREME COURT OF THE STATE OP NEW YORK 
COUNTY OF NEW YORK 


CATHERINE ZITO, PETER HOBERMAN, 
and GEOROE ELISSEOU, individually, 
and on behalf of others 
similarly situated. 

Plaintiffs, 

- against - 

THE AMERICAN TOBACCO COMPANY, INC., 
AMERICAN BRANDS, INC., COUNCIL FOR 
TOBACCO RESSARCH-USA, INC. 
(Successor to Tobacco Industry 
Research Committee), AND TOBA 
INSTITUTE, INC. 

Defendants. 


.x 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 


index No. 
110952/96 


Judge Charles 
E. Ramos 


NOTICE TO TAKE 
VIDEO DEPOSITION AND 
REQUEST POR TBS 




PLEASE TAKE NOTICE, that pursuant to Article 91 of 
the Civil Practice Law and Rules, the testimony upon oral 
examination of the following persons who have been 
designated as expert witnesses by the captioned defendants 
will be taken before a notary public who is not an attorney, 
or an employee* of an attorney for any party or prospective 
party herein, and is not a person who would be disqualified 
to act as a juror because of interest or because of 


consanguinity or affinity to any party 
offices of Goodkind. Labaton. Rudoff & 


herein, at the 
Sucharow, 100 Park 


Avenue, 12th floor. New York, New York, as follows: 

(1) Daniel J. Acosta (Brown 6 Williamson) on 
November 17, 1997 at 9:00 a.m and continuing from day to day 
until concluded; 


(2) Lawrence A. Carr (Brown & Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 18, 


1UIIU 
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1997 at 9:00 a.m. and continuing from day to day until 
concluded; 


(3) Dr. Robert C. 
November 19, 1997 at 9:00 a. 
until concluded; 


Cloninger (R.J. 

and continuing 


Reynold*) on 

from day to day 


(4) Cathy L. Ellis, Ph.D. (Philip 
November 20, 1997 at 9<00 a.m and continuing 
until concluded; 


Morris) on 
from day to day 


(5) Ronald Faber (Brown a Williamson, Lorillard, 
Philip Morris and R.J. Reynolds) on November 21, 1997 at 
9:00 a.m. and continuing from day to day until concluded; 

t 


(6) William Jacob George (Brown 6 Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 17, 
1997 at 9:00 a.m. and continuing from day to day until 
concluded; 


(7) Harvey M. Hammer (Brown a Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 
1997 at 9:00 a.m. and continuing from day to day until 
concluded; 


14, 


(8) Lucy L. Henke (Brown & Williamson, Lorillard, 

Philip Morris and R.J. Reynolds) on November 13, 1997 at 
9:00 a.m. and continuing from day to day until concluded; 


(9) Edward V. Morse (Brown a Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 
1997 at 9:00 a.m. and continuing from day to day until 
concluded; 



(10) Edward T. O'Donnell (Drown a Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 24, 
1997 at 9:00 a.m. and continuing from day to day until 

concluded; 

(11) Michael B. Parish (Brown a Williamson, 
Lorillard, Philip Morris and R.J. Reynolds) on November 17, 
1997 at 9:00 a.m. and continuing from day to day until 
concluded; 


(12) James F. Glenn, Ph.D (Council for Tobacco 
Research) on November 17, 1997 at 9:00 a.m and continuing 
from day to day until concluded; 

(13) Ronald j. Lukas, Ph.D. (Council for Tobacco 
Research) on November 18, 1997 at 9:00 a.m and continuing 
from day to day until concluded; 
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(14) Harmon McAllister, Ph.D (Council for Tobacco 
Research) on November 19, 199? at 9:00 a.m and continuing 
from day to day until concluded; 

(15) Suzanne Oparil, M.D. (Council for Tobacco 
Research) on November 20, 1997 at 9:00 a.m and continuing 
from day to day until concluded; 


(14) Emanual Rubin, M.D. (Council for Tobacco 
Research) on November 21, 1997 at 9:00 a.m and continuing 
from day to day until concluded; 


(17) Kenneth S. Houghton, Ph.D. (Philip Morris) on 
November 24, 1997 at 9:00 a.m and continuing from day to day 
until concluded; 


(18) Bradsher T. Scott (Philip Morris) on November 
21, 1997 at 9:00 a.m and continuing from day to day until 
concluded; 


(19) Alan B. Norman (R.J. Reynolds) on November 
14, 1997 at 9:00 a.m and continuing from day to day until 
concluded; and 

(20) Alexander Spears (Lorillard) on November 24, 
1997 at 9:00 a.m and continuing from day to day until 
concluded. 


PLEASE TAKE FURTHER NOTICE, that pursuant to 


Uniform Rules the deposition 


videotaped by Michael R. DeCheser of International Video 
Productions, Inc., 45 Rockefeller Plaza, Suite 2255, New 
York, New York. 


PLEASE TAKE FURTHER NOTICE, that each of the above 

designated witnesses are required to produce at the offices 

♦ 

of Goodklnd Labaton Rudoff t Sucharow, 100 Park Avenue, New 
York, New York 10017, at least ten (10) days prior to the 
deposition date any and all documents, materials or 
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information rasponaive to tha request for documents aat 
forth on Schedule "A," attached hereto. 


Dated; New York, New York 

October 24, 199? 

GOODXIND LABATON RUDOFF 
ft SUCHAROW LLP 

100 Park Avenue 
12 th Floor 

New York, New York 10017 
(212) 907-0700 

TO; 

R.J. REYNOLDS DEFENDANTS 
Hugh Whiting, Esq. 

Mark Belaslc, Eaq. 

Jones, Day, Reavia 6 Pogue 

Fax; (216) 579-0212 

Harold Gordon, Esq. 

Jonea, Day, Reavis ft Pogue 
Fax: (212) 755-7306 

e 

COUNCIL FOR TOBACCO RESEARCH 

Harry zirlin. Esq. 

Debevoise ft Plimpton 
Pax: (212) 909-6836 

BROWN ft WILLIAMSON TOBACCO CORF./ 

AMERICAN TOBACCO DEFENDANTS 
Dan O'Neill, Esq. 

Chadboume ft Parke LLP 
Fax: (212) 541-5369 

« 

Stephan Engalhardt, Esq. 

King ft Spalding 
Fax: (212) 556-2222 

9 

BAT DEFENDANTS 
Joe McLaughlin, Esq. 

Simpson, Thatcher ft Barlett 

Fax: (212) 455-2502 o, 

N/ 

<S> 
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LORILLARD DEFENDANTS 
Alan Mansfield, Eeq. 

Bob Kirchenberg, Esq. 

Greenberg Traurig Hoffman 
Lipoff Rosen & Quentel 

Fax: (212) 223-7161 

Gary Long, Esq. 

Shook Hardy 6 Bacon LLP 
Faxi (816) 421-2708 

PHILIP NORRIS DEFENDANTS 
Sean Wajert, Esq. 

Dechert Price t Rhoads 
Fax: (215) 994-2222 

Robert Cohen, Esq. 

Amianna Stovall, Esq. 

Fax: (212) 698-3599 
TOBACCO INSTITUTE 

Jack Yoskowitz, Esq. 
Seward k Kissel 
Fax: (212) 480-8421 


usiii.: 



soon 
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SCHEDULE "A" 


iTw'j {-»*i«) »»T«Tn* t, » «.* f-i 


1. the deponent's most current c.v.j 

2. a full copy of the deponent's expert report In this 

action with all attachments; 

3. all drafts of the deponent's expert report; 

m 

4. all documents, writings, or other tangible items the 

deponent has prepared, received, and/or reviewed in 
preparing his or her expert reports or his or her 
expert opinions (including, but not limited to 
pleadings, filings, memos, correspondence, expert 
reports (including preliminary reports and/or drafts), 
deposition transcripts, videotapes, computer files, e- 
mail, Internet material or handouts); 

s. all documents, writings, textbooks, learned treatises, 

materials or other tangible items (Including, but not 
limited to pleadings, filings, memos, correspondence, 
expert reports (Including preliminary reports and/or 
drafts), deposition transcripts, videotapes, computer 
files, e-mail, Internet material or handouts) that the 
deponent has reviewed and/or relied upon in connection 
with his or her expert reports, or his or her expert 
opinions in this action; 

0 

6. all documents prepared or generated by the deponent, or 

at the deponent's request, by others, in connection 
with his or her expert reports, or his or her expert 
opinions in this action, including correspondence with 
counsel; 

7. all documents, writings, materials, or other tangible 

items related to or arising from any research or other 
scientific endeavor conducted by the deponent 
(including, but not limited to pleadings, filings, 
memos, correspondence, expert reports (including 

preliminary reports and/or drafts), deposition 
transcripts, videotapes, computer files, e-mail, 
Internet material or handouts), which forms the basis 
of or supports the deponent's opinions in this action. 

8. documents sufficient to show how much the deponent has 

billed in expert or consulting fees related to any of 
the captioned actions; 
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9.- all correspondence or documents reflecting 

communications with anyone regarding any issue related 

to any of the captioned actions; 

IQ. all articles, reports and/or papers, published or 

unpublished, that were prepared by or at the direction 
of the deponent which forms the basis or supports the 
deponent's expert report or opinion in these actions, 
including but not limited to» 

(a) all drafts of all articles, reports and/or,papers; 

ft 

(b) any and all raw data obtained in the experimental 

phase of all articles, reports and/or papers; 

(c) a copy of each manuscript submitted to any. 

scientific journal prior to peer review; 

(d) all correspondence or documents reflecting 

communications with journal editors, including, 
but not limited to referee of reviewer comments of 
any work; 

(e) all research notes, tabulations, plots, graphs, 

analysis, informal and formal research reports, 
written by the deponent or someone else at the 
direction of the deponent; 

(f) a copy of all thesis, part or all of which appears 

in any work; and 

(g) all correspondence or documents reflecting 

communications with anyone regarding any research; 

11 . all deposition video tapes and transcripts with 

exhibits and/or trial testimony taken of the deponent. 
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Data: March, 1997 

e 

Birthplace: Beaumont, Texas 

Citizenships U.S.A. 

Addresss office: Department of Psychiatry 

Washington University Medical School 
4940 Children's Place 
St. Louis, MO 63110 
314-362-7005 (phone) 

314-362-5594 (fax) 


Home: 7100 Delmar 

University City, MO 63130 

314-863-1338 



Present Positions Wallace Renard Professor of Psychiatry, 

also Professor of Genetics & Psychology, 
and Director of Center for Psychobiology of 
Personality 


Educations 

University of Texas, Austin, Texas, 1962-1966, B.A. with high 

honors and special honors in Plan II (Philosophy, 
Psychology, and Anthropology). 

Washington University School of Medicine, St. Louis, MO 

1966- 1970, M.D. 

Epidemiology Field Research Trainee, California State 

Department of Public Health, Berkeley, California, July 

1967- September 1967. 

Student Research Fellow (with S.B. Guze), Washington 

University School of Medicine, St. Louis, Missouri, June 
1969-October 1969. 


Assistant Resident-Assistant and Trainee (NIMH) in Psychiatry 

Washington University School of Medicine, St. Louis, 
Missouri, July 1970-June 1973. 


Research Scientist Development Awardee (NIMH) in Quantitative 

Genetics, July 1975-1985. 

Visiting Investigator, Population Genetics Laboratory, 

University of Hawaii at Manoa, July 1978-June 1979 



WEmii 
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Academic Positions/Employment t 


Instructor in Psychiatry, Washington University School of 
Medicine, St. Louis, Missouri, July 1973-June 1974 

Assistant Professor of Psychiatry, Washington University 
School of Medicine, St. Louis, Missouri, July 1974-June 1978. 

Associate Professor of Psychiatry, Washington University 
School of Medicine, St. Louis, Missouri, July 1978-June 1981. 

Associate Professor of Genetics, Washington University School 
of Medicine, St. Louis, Missouri, July 1979-June 1981 

visiting Professor of Psychiatry and Genetics, University of 
Umea School of Medicine, Utnea, Sweden, May to June, 1980. 

Professor of Psychiatry and Genetics, Washington University 
School of Medicine, July 1981-Present. 

4 

Head, Department of Psychiatry, Washington University School 
of Medicine, July 1989-March 1994 


Professor of Psychology, Washington University, July 1989- 
present . 

Wallace Renard Professor of Psychiatry, Washington University, 
July 1991-present 

Director, Center for Psychobiology of Personality, March 1994- 
present 

# 

Hospital Appointmentsi 


Barnes and Allied Hospitals, St. Louis, MO 

Assistant Psychiatrist, July 1973-June 1980 
Associate Psychiatrist, July 1980-June 1981 
Psychiatrist, July 1981-present 

Psychiatrist-in-chief July 1989- 

Children's Hospital of St. Louis 

Psychiatrist-in-chief, July 1989-June 1991 


Malcolm Bliss Mental Health Center, St. Louis, MO 

Consulting Psychiatrist, July 1973-Present 


Jewish Hospital of St. Louis, MO 

Associate Psychiatrist, July 1976-June 1980 
Psychiatrist, July 1980-Present 

Director of Outpatient Psychiatry, July 1976-June 1989 
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Other University Appointments end Committeesi 

Steering Committee Member, McDonnell Center for Higher Brain 
Function, 1989 - 1993 

Steering Committee Member, WUMS Howard Hughes Program, 

1990 - 1993 

Chair, Division of Biostatistics Advisory Committee, 

1989 - 1993 

h 

Member, Health Care Administration Advisory Committee, 

1989 - 1993 

Member, Occupational Therapy Program Advisory Committee, 

1990 - 1993 


Medical Licensure and Board Certificationst 

■ 

State Board of the Healing Arts of Missouri, Physicians and 

Surgeons #32703, issued June 20, 1970 

• « 

Missouri Controlled Substance Registration #210508 
Bureau of Narcotic and Dangerous Drugs #AC4359419 
Diplomate, American Board of Psychiatry and Neurology, 1975 


© 

Co 




Honor* and Awards: 


s 

Institute of Medicine, National Academy of Sciences, USA, 
elected active member, May 1989 - present 

Phi Beta Kappa - 1965 

Phi Beta Sigma - 1963 


Alpha Epsilon Delta - 1965 


Sandoz Award for Research in Psychiatry, Washington University 
School of Medicine (1970) 


Research Scientist Development Awards: 

Type 1 (1975-1980) MH-0048. The transmission and 
prognosis of psychiatric disorders (Quantitative Genetics 
and Environmental Genetic Interaction) 


Type 2 (1980-1985) Genetic epidemiology of psychiatric 

disorders 


Research Scientist Award (MH-00048) 

Genetic Epidemiology of Psychiatric Disorders (1985-1989) 
(Resigned to accept chairmanship) 

Endowed Visiting Professorships 

Milton and Harriet Parker Memorial Lecturer, Ohio State 
University, Department of Psychiatry, September 1983 and 
December 1985 


John Nielson Distinguished Lecturer, University of Utah, 
Department of Psychiatry, April 1988 

Stewart Wolf Distinguished Lecturer, University of 
Oklahoma, Department of Medicine, May 1988 

James Brady Lecturer, University of Colorado, 1989 

Frank H, Luton Lecturer, Vanderbilt University, 1989 

William D. Stubenbord Visiting Professor, 

Cornell University Medical College and the Louis Calder- 
Foundation, September, 1991 

Other Distinguished Lectureships 

Sigma Xi Lecturer on Natural Sciences, University of 
North Carolina, October 1987 

NIH Centennial Lecturer, Washington, DC, September 1987 

♦ 

Plenary Lecturer, Research Society on Alcoholism, June 

1988 
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Pfizer Visiting Professor, Columbia University and New 

York State Psychiatric Institute, October 1991 

Gudbrandsdalen Medalist & Lecturer, Norwegian Medical 
Research Council, Lillehammer, Norway, 1992 

Keynote Speaker, Australian-New Zealand Psychiatric 

Association Annual Meeting, Christchurch, New Zealand, 
1993 

Lederle Visiting Professor, Hospital de la Salpetriere, 
Paris, France, December, 1993 

» 

Honorary Doctor of Medicine (M.D. honoris causa ) . University 

of Umea (Sweden), October 1983 for distinguished 
contributions to genetic epidemiology of psychiatric 
disorders 


Strecker Award (The 25th Annual Institute of Pennsylvania 

Hospital Award in Memory of Edward A. Strecker, M.D.), 
1988 for significant contributions to psychiatric patient 
care and treatment by studies of the assessment and 
inheritance of personality and psychopathology 

Edgehill Newport Scientific Recognition Award, May 1990, 

in recognition of outstanding contributions to the 
treatment of chemically dependent persons through basic 
research 

# 

Mortimer Goodman Memorial Award, The Alliance for the Mentally 

Ill of Metro St. Louis, in recognition of outstanding 
service as a physician, researcher, administrator, public 
servant and friend. May 1992 

James B. Isaacson Memorial Award, June 1992, International 

Society for Biomedical Research on Alcoholism and 
National Foundation for Prevention of Chemical Dependency 
Disease, for excellence in scientific research into the 
causes of chemical dependency diseases 


Samuel Hamilton Award, March 1993, American Psychopathological 

Association, for contributions to understanding 
personality and psychopathology 

Adolf Meyer Award, May 1993, American Psychiatric Association, 

for outstanding contributions to the science and practice 
of psychiatry 

f 

Editorial Responsibilitiest 



Editor, 

Associate Editor, 


(1980-1986) 



(1980- 
(1981-1987) 


1983) 


(X 













Professional Societies and Organisational 

Advances in Neuropyschiatry and Psychophannacology 

Editorial Board - Raven Press (1991-1993) 

American Association for the Advancement of Science, Member 

(1976-Present) 

Representative of the Behavior Genetics Association 
Section Committee for Medical Sciences (Section N) (1986- 

1989) 


American College of Neuropsychopharmacology, Member 
(1987- ) 

Committee on Issues of Public Concern (1988- ) 

American Medical Association, Member (1982-Present) 

s 

American Psychiatric Association, Mefeber (1975-1979) 

Fellow (1980-Present) 

American Psychopathological Association, Fellow (1976-Present) 

Membership Chairman (1978-1984) 

Treasurer (1984-1990) 

Vice-President (1990-1991) 

President-Elect (1991-1992) 

President (1992-1993) 


American Society of Human Genetics, Member (1976-Present) 

Behavior Genetics Association, Member (1976-Present) 

BGA Representative to AAAS Section Committee for Medical 
Sciences 

Chairman, Publications Committee (1986-1989) 


Center for Advanced Study in the Behavioral Sciences, 

Academic Psychiatry Consortium 
(1990-1993, 1993-1996) 

Eastern Missouri Psychiatric Society, Member (1973-Present) 

International Society for Study of Personality Disorders, 

Board of Directors - (1991 - ) 

President, American Region - (1993 - ) 
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Psychiatric Research Society, Member (1977-Present) 


Research Society on Alcoholism (1981-Present) 

Committee on Research Development (1984-Present) 

Member, Board of Directors (1987-1990) 

Committee on Issues of Public Concern (1989-91) 

* 

Society of Biological Psychiatry, Member (1977-Present) 

Consulting Relationships and Board Mambarshipsi 

Consultant, American Psychiatric Association 

Task Force on Nomenclature (Diagnostic and Statistical 

Manual - III), 1978-1980 
Task Force to Evaluate DSM-ZZI, 1983- 
Committee to Revise DSM-XII, 1984-1987 
Task Force on DSM-IV, 1988- 

Psychiatric Consultant and Member of Professional Advisory 

Council, Suicide Prevention Service of Madison - St. 

Clair Counties (1971-1993) 

0 

Psychiatric Consultant, 3rd Judicial Circuit of Illinois 

(1973-1974) 

Special Consultant and Site Visitor, NIMH Clinical Program 

Projects'and Clinical Projects Review Committees (1977- 
1980) 

e 

NIMH Psychopathology and Clinical Biology Research Review 
Committee: 

Consultant and Committee Member (1980-Present) 

Chairman, Psychopathology Subcommittee (June 1981-1983) 
Chairman (June 1983-July 1984) 

Scientific Advisor and Consultant, NIMH Affective and Anxiety 

Disorders Research Branch (1986-1989) 

Scientific Advisory Board 

Children of Alcoholics Foundation (1989 - present) 

Consultant to Director, NIAAA (1984-Present) 

Board of Scientific Counselors (1988- ) 

Consultant, World Health Organization (WHO)/ADAMKA Advisory 

Group on Diagnosis and Classification of Mental 
Disorders, and Alcohol - and Drug-Related Problems (1981- 

1985) 

Consultant Psychiatrist (1993-present) 

Member, Research Advisory Council, Texas Department of Mental 

Health and Mental Retardation (1983-1985) 
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Extramural Scientific Advisor and Consultant 

Chicago Medical School, Department of Psychiatry ( 1977 ) 

New York University Medical School, Psychiatry (1980-82) 
University of Minnesota, Dight Laboratories, Genetics 

(1985-88) 

University of Connecticut, Alcoholism Research Center 
(1986-91) 

University of Pennsylvania, Clinical Research Center 
(1987-present) 

University of Colorado, Alcohol Research Center (1991-) 

University of Oklahoma, 

Alcoholism Research Center (1987-92) 
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C. ROBERT CLONINGER. CARMEN BAYON, and THOMAS R. PRZYBECK 


Antisocial personality is the only personality disorder that has 
been extensively studied in large-scale epidemiological surveys 
such as the Epidemiologic Catchment Area (ECA) project (Robins 
& Regier. 1991). It was included in the ECA because u could be 
reliably assessed using the Diagnostic Interview Schedule and 
ECA results could be compared with a substantial body of previ¬ 
ous work (Robins, Tipp, A Przybeck, 1991). Persons with antiso¬ 
cial personality disorder (ASPD) are impulsive, aggressive, and 
aloof and are thought to have reduced capacities for work, love, 
guilt, and cooperation with authority figures. They have been stud¬ 
ied in the general population (Robins et ah, 1991), prospective 
longitudinal studies of child psychiatric patients (Robins, 1966) 
and adult felons (Goodwin A Guze, 1984), families of psychiatric 
patients and felons (Cloninger, Reich, A Guze, 1975a, 1975b), 
and adoptees (Crowe, 1972; Schulsinger, 1972). 

Basic conclusions about the onset and course of ASPD have 
been inferred from prior longitudinal research. Antisocial person¬ 
ality disorder begins in childhood with behavior problems at home 
and school (Robins, 1966). It is five to seven times more common 
in males than females (Cloninger et al„ 1975a; Sigvardsson, 
Cloninger, Bohman, A von Knorring, 1982). Consequently, data 
about ASPD are predominantly about men, but descriptive, longi¬ 
tudinal, and family studies have been carried out in women 
(Qoninger A Guze, 1970a, 1970b, 1973a, 1973b; Martin, 
Cloninger, Guze, A Clayton, 1985). Regardless of gender, the 
number and severity of indicators of antisocial conduct in child¬ 
hood predict the probability of persistence into adulthood (Robins, 
1978). Antisocial personality disorder continues throughout life in 
most cases but often becomes less problematic in middle or old 
age. More than a third of people with ASPD settle down and 
mature substantially by 50 years of age; they improve in their 
capacity for work and empathy, are better able to avoid serious 
legal problems, but usually remain impulsive, irritable, and aloof. 
Their maturation is most often delayed to their 30s but can occur 
at any age (Robins, 1966). 


Major descriptive characteristics of ASPD, including its diag¬ 
nostic features and other psychiatric syndromes that often co¬ 
occur in the same individual, have been based on clinical and 
family studies (Qoninger A Guze, 1970a, 1973a). The disorder is 
characterized by repeated antisocial behavior in a wide range of 
personal and social contexts. In childhood, impulsive-aggressive 
behavior is most prominent This includes fighting, cruelty to ani¬ 
mals and other people, fire setting, running away from home, and 
disrespect for rules at home and school leading to a wide variety 
of disciplinary problems and conflict with authority figures. In 
adulthood, the impulsive-aggressive features persist and are asso¬ 
ciated with impairment in work and empathic social relations. 
People with antisocial personality disorder usually change jobs 
repeatedly because they are fired or quit. When they marry or 
cohabit, they usually have frequent conflicts leading to abuse, infi¬ 
delity, desertion, separation, or divorce. About half have felony 
convictions or multiple arrests for serious criminal activity other 
than traffic violations (Robins et al., 1991). 

Individuals with ASPD also are frequently alcohol or drug 

abusers (Lewis, Helzer. Qoninger, Croughan, A Whitman. 1982; 
Robins et a)., 1991). Women especially have an increased risk of 
somatization disorder (Qoninger A Guze, 1970a; Qoninger et al.. 
1975b). Such individuals have been reported to be at either 
increased (Robins et al., 1991b) or decreased (Qeckley, 1964) risk 
of mood and anxiety disorders, suggesting the possibility of psy¬ 
chosocial heterogeneity that is not well distinguished by current 
behavioral criteria. 
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Antisocial personality disorder, substance abuse, and 
tion often are observed in genetic relatives of people with crimi¬ 
nality or broadly defined ASPD, whether or not they are reared 
together (Qoninger et al., 1975b; Bohman, Cloninger, von Knor¬ 
ring, A Sigvardsson, 1984). The importance of biogenetic factors 
in the development of ASPD also is supported by the fact that u 
has been recognized in every era and type of society, regardless of 
political or economic system (Robins ct al., 1991). However, low 

socioeconomic status and inconsistent discipline in the early rear¬ 
ing environment increase the risk of developing the disorder 

(Bohman et al., 1984; Qoninger, Sigvardsson, Bohman, A von 
Knorring, 1982). 

Despite the wealth of available information, the most funda- 
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mental questions about ASPD remain unanswered. Is it a discrete 
category of illness, an extreme variant of one or more quantitative 
dimensions, or a pejorative label for nonconformists? What is its 
overlap with other personality disorders and psychiatric syn- 
dromes? What arc the most promising ways for prevention and 
intervention with antisocial personality disorder? Is heterogeneity 
in course and comorbidity explained by individual differences in 
quantifiable components of personality? Here, wc attempt to elu¬ 
cidate these basic questions by focusing on whether heterogeneity 
in the course and comorbidity of ASPD in the general population 
is explained by individual differences in quantifiable components 
of personality and psychopathology that have not been controlled 
for in earlier research. 


THEORETICAL CONTEXT 
AND CONTROVERSIAL ISSUES 

The limitations of prior work primarily are a consequence of prob¬ 
lems in ascertainment and assessment of personality disorders. 
Current diagnostic criteria for personality disorders involve rather 
long checklists of many overlapping diagnostic features (Ameri¬ 
can Psychiatric Association. 1994). Structured interviews for per¬ 
sonality disorders are reliable but produce many overlapping diag¬ 
noses and take over 90 minutes to complete (Cloninger, Svnkic. 
& Preybeck, 1993; D. M. Svrakic, Whitehead, Przybeck, St 
Cloninger. 1993). Such interview methods are impractical for 
large-scale epidemiological research, which consequently has 
been limited to studies of one personality disorder (like the ECA) 
or to samples of treated cases. Treated cases may be unrepresenta¬ 
tive for several reasons. In general, treatment samples overrepre¬ 
sent cases that are severely impaired, with multiple psychiatric 
syndromes, suggesting spurious associations (Berkson, 1946). In 
particular, treated cases may be unrepresentative of people with 
antisocial personalities, who seldom see themselves as the cause 
of their problems. 

As a result of the limited assessment procedures available in 
the past, no data have compared antisocial personality disorder 
with other personality variants in the same sample of the general 
population. Recently, however, reliable and brief self-report ques¬ 
tionnaires have been sh .vn to distinguish subtypes of personality 
disorder (Cloninger et a!., 1993; Livesley, 1987; D. M. Svrakic et 
a!.. 1993; Trull. 1992). Nearly all of this work has been conducted 
in nonclimcat samples with few definite cases of personality dis¬ 
order (Livesley, 1987; Trull, 1992). One instrument, however, the 
Temperament and Character Inventory (TCI), has been validated 
independently for differential diagnosis of personality disorders in 
both clinical and nonclinical samples (Cloninger, Przybeck, Svra¬ 
kic, St Wetzel. 1994; Goldman, Skodal, McGrath, St Oldham. 
1994; D. M. Svrakic et al.. 1993). The validity of the TCI for dif¬ 
ferential diagnosis allows for efficient study of several controver¬ 
sial questions about ASPD. 

The TCI distinguishes temperament traits, which are moder¬ 
ately heritable and stable throughout life, and character traits, 
which are weakly heritable, moderately influenced by social learn¬ 
ing, and mature in a stagelike manner (Goninger et al., 1993). 

Temperament refers to individual differences in basic emotional 
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responses, such as anger, fear, and disgust Character refers to 

individual differences in goals, values, and self-conscious emo¬ 
tions such as capacity for shame, guilt, and empathy. For example. 
ASPD is distinguished from other personality disorders by a 
unique profile of three temperament traits: high Novelty Seeking 
(i.e., impulsive, quick tempered), low Harm Avoidance (i.e., risk 
taking, fearless), and low Reward Dependence (i.e., aloof, inde¬ 
pendent). Other personality disorders can be distinguished by dif¬ 
ferent profiles of high and low scores on these dimensions 
(Cloninger, 1987a; Goldman et al., 1994; D. M. Svrakic et al., 
1993). In contrast til types of personality disorder are character¬ 
ized by immature character development. All cases of personality 
disorder are characterized by reduced ability to work and love. In 
other words, individuals who have a personality disorder are low 
in the TCI character dimension of Self-directedness: They are irre¬ 
sponsible, aimless, inept low in self-esteem, and undisciplined. 
Many are also low in the TCI dimension of Cooperativeness: They 
are socially intolerant lacking in empathy, selfish, revengeful, and 

unprincipled. 

Consequently, the presence of any personality disorder can be 
detected by low scores on TCI character dimensions of Self- 
directedness and Cooperativenets. Different subtypes of personal¬ 
ity disorder can be distinguished by their profile of temperament 
traits. Extreme temperament profiles, however, do not necessarily 
indicate a personality disorder, because they may be associated 
with mature character development. Thus, the combination of 
temperament and character defines the total personality, which 
may be either a mature personality or a personality disorder. 

Substantial evidence supports the validity of diagnosing ASPD 
using the TCI. Discriminant validity has been demonstrated by its 
efficacy for differential diagnosis of personality disorders in sev¬ 
eral independent studies of psychiatric inpatients and outpatients 
(Cloninger et al., 1994; Goldman et al., 1994; D. M. Svrakic et al., 

1993) . Childhood and adolescent reports of the temperament pro¬ 
file of high Novelty Seeking, low Harm Avoidance, and low 
Reward Dependence are predictive of later antisocial conduct and 
substance abuse (Sigvardsson, Bohman, St Cloninger, 1987; Trem¬ 
blay, Pihl, Vitaro, St Dobkin, 1994; Wills, Vaccaro, A McNamara, 

1994) . A sample of 223 criminals took Hare's Psychopathy 
Checklist and TCI temperament measures (Joseph Newman, per¬ 
sonal communication, 1994, in Cloninger et al., 1994; see 
Newman, Chapter 30, this volume; Hart St Hare, Chapter 3, this 
volume). Factor 1 of the Psychopathy Checklist (PCL) measures 
core features of “primary" psychopathy, such as those described 
by Cleckley (1964), including superficial charm, habitual lying, 
and callous social detachment. This primary psychopathy factor of 
the PCL wu correlated with the antisocial profile of high Novelty 
Seeking (r * .26), low Harm Avoidance (r » -.10), and low 

Reward Dependence (r ■ -.24). Factor 2 of the PCL measures 

“secondary" psychopathy or chronically unstable antisocial con¬ 
duct. The unstable conduct factor corresponded to the explosive or 
borderline profile of high Novelty Seeking (r » .43), high Harm 
Avoidance (r * .09), and low Reward Dependence (r ■ -.35). In 
classifications antedating DSM-III, the first PCL factor corre¬ 
sponds to psychopaths who have a reduced ability to avoid pun¬ 
ishment and to perform well on tasks mediated by fear and anxi¬ 
ety; in other words, primary psychopathy or PCL Factor 1 it 
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associated with low TCI Harm Avoidance and high TCI Novelty 
Seeking. On the other hand, secondary psychopaths, who are neu¬ 
rotically unstable because of approach-avoidance conflicts about 
novelty, correspond to PCL Factor 2, which is associated with 
high TCI Harm Avoidance and high TCI Novelty Seeking. In more 
recent clinical work, secondary psychopaths usually would be 
diagnosed as having borderline personality disorder, which is 
characterized by the explosive temperament profile (Cloninger et 
al., 1994; also see Zanarini ft Gunderson, Chapter 8, this volume). 
Secondary psychopathy overlaps extensively with chronic crimi¬ 
nality and impulsive personality disorders in general. 

Differentia) diagnosis of multiple personality disorders that 
share some features with antisocial personality disorder allows 
comparison of their course and clinical correlates. For example, 
cases with borderline and histrionic personality disorders accord¬ 
ing to DSM-IV are impulsive and aggressive, like those with 
ASPD, but differ in other traits, such as high Harm Avoidance 
(i.e., anxiety proneness, as in people with borderline personality 
disorder) or high Reward Dependence (i.e., social warmth, as in 
those with a histrionic personality). It is necessary to distinguish 
such subtypes of personality disorder to compare their epidemiol¬ 
ogy and comorbidity for such variables as differential risks for 
suicide attempts, alcoholism, and depression. Prior studies of anti¬ 
social psychiatric patients have reported a high risk of suicide and 
suicide attempts, whereas studies of antisocial personality disorder 
carried out in the criminal justice system report little suicidal 
behavior, even in studies by the same investigators (Goodwin St 
Guze, 1984; Martin et al., 1985). Resolution of these inconsisten¬ 
cies requires comprehensive assessments of personality and psy¬ 
chopathology in general population samples. 

Furthermore, heterogeneity in the course of illness and comor¬ 
bidity may depend on differences in overall severity or differences 

in specific components of personality. Consequently, it is crucial to 
have a reliable means of the quantifying severity of different com¬ 
ponents of personality. For example, people with ASPD show 
fewer social problems with advancing age but often remain impul¬ 
sive and adventurous (Robins, 1966). This suggests that some com¬ 
ponents of antisocial personality disorder may improve more with 
age than others. In particular, Novelty Seeking decreases with age 
by approximately 18%, so that older individuals become noticeably 
less impulsive (more reflective), less rule breaking (more orderly), 
and less quick tempered (more stoical). Cooperativeness increases 
markedly in most children during school age and then increases 
slightly (by 12%, on average) after age IS; the development of 
Cooperativeness appears to be particularly impaired in those with 
antisocial and borderline personalities (D. M. Svrakic et al., 1993). 
Self-directedness increases markedly in most people during adoles¬ 
cence and young adulthood and then increases only slightly (on 
average, by 9%) after age 18. Of course, the practical significance 
of such changes depends on the extent of change in each case and 
the extent of the initial deviation. 

In summary, to distinguish ASPD from other normal and 
abnormal personality variants, two kinds of data arc needed that 

have not been available previously. First, the demographic and 
clinical correlates of antisocial personality disorder must be com¬ 
pared with those of other types of personality disorder in a general 
population. In addition, people with antisocial personality disorder 


should be compared with people who have extreme temperaments 
but are mature in character. 

We attempted to do this by studying a stratified random sample 
of 1,000 noninstitutionalizcd adults, 18 years of age or older, who 
lived in the greater metropolitan area of St. Louis, Missouri. 
Potential participants initially were identified at random from 
standard telephone lists and asked if they were willing to partici¬ 
pate in a questionnaire survey of personality and health sponsored 
by the National Institutes of Health and Washington University 
School of Medicine. Of 1,740 individuals solicited for possible 
participation, 243 declined (14% refusal). From the 1,497 volun¬ 
teers. a final panel of 1,000 was accepted into demographic strata 
in numbers representative of the 1990 federal census according to 
age (18-34, 35-54, 55+), gender (male, female), ethnicity (White, 
Black. Hispanic, other), and geographical location of household 
(six counties). The 1,000 selected participants were mailed a ques¬ 
tionnaire along with prepayment of $5 and paid another $20 on 
return of the completed questionnaire. Those who did not return 
the questionnaire after a few weeks were reminded with postcards 
and later phone calls. Altogether 866 subjects returned the ques¬ 
tionnaire. Of these 804 jvere nearly complete and valid based on 
internal consistency checks built into the questionnaire to detect 
careless or inconsistent responding. Four additional cases are 
excluded because of some missing values. 

The 800 complete and valid respondents included slightly 
more women than expected (56.9% observed vs. 52.0% expected) 
but were otherwise representative of the general population demo- 
graphically. The respondents also were representative of the gen¬ 
eral population in terms of their personality and alcohol history, as 
assessed in a national area probability sample conducted as part of 
the 1987 General Social Survey for the National Science Founda¬ 
tion (Cloninger, Przybeck. ft Svrakic, 1991). Data shown later 

indicate that the prevalences of psychiatric disorders and quantita¬ 
tive scale scores for other measures of psychopathology in this 
population are similar to those obtained in the ECA, a large mul¬ 
tisite epidemiological survey using structured psychiatric inter¬ 
views (Robins ft Regier, 1991) and other community surveys 
using interviews and questionnaires (Myers ft Weissman, 1980). 


Assessment Questionnaires 

Subjects completed a questionnaire booklet with separate sections 
for general demographic information, the TG (Cloninger et al.. 
1994); the Inventory of Personal Characteristics (Waller ft Zavala, 
1993); the short Michigan Alcoholism Screening Test (SMAST; 
Selzer, Vinokur, ft van Rooijen. 1975); the NIMH Center for Epi¬ 
demiological Studies depression scale (CES-D; Radloff, 1977); the 
Medical Outcome Study (MOS) short-form Genera) Health Survey 
(Stewart, Hays, ft Ware, 1988), which includes the five-item 
Mental Health Inventory (MHI-5; Berwick et al., 1991); and addi¬ 
tional questions described later about psychopathology and mental 
health treatment. 'Hie questionnaire was estimated to take about 75 

minutes to complete on average. In a 12-month follow-up exami¬ 
nation, the test-retest reliability of the personality ratings was high 
(i.e., correlations of .78 to .85 for each of the TCI dimensions), 
which supports the reliability and validity of the self-reports. 
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Current Findings About Demographic Pattern II 


Measures of Psychopathology 

The degree of character maturity was measured as the sum of TCI 
scores for Self-directedness and Cooperativeness, which measure 
the certainty and severity of personality disorder (D. M. Svrakic et 
at.. 1993). A diagnosis <?f definite personality disorder was made 
in 141 individuals (17.6%), as shown in Table 2.1, which is about 
the bottom sixth of the population in character maturity. Subtypes 
of personality disorders and temperament types were specified as 
described in detail elsewhere (Cloninger, 1987a; D. M. Svrakic et 
at., 1993). Individuals were rated as high or low on a temperament 
dimension according to median splits. For example, people with 
antisocial personality disorder were those with definite personality 
disorder and an adventurous temperament profile (i.e., high Nov¬ 
elty Seeking, low Harm Avoidance, low Reward Dependence). 
Those with borderline personality disorder were those with defi¬ 
nite personality disorder and an explosive temperament (i.e., high 
Novelty Seeking, high Harm Avoidance, and low Reward Depen¬ 
dence). Other erratic or impulsive personality disorders (Cluster 
B) were the others with high Novelty Seeking. Other definite per¬ 
sonality disorders (nontmpulsive cases in Clusters A and C) were 
characterized by low Novelty Seeking. Other possible personality 
disorders were those in the second sextile of the population in 
maturity, as shown in Table 2.1. Mature types include those who 
were average or higher in maturity in Table 2.1 and were subdi¬ 
vided according to temperament type. 

Measures of psychopathology from the SMAST, CES-D, and 
MHI-5 were based on other clinical validation studies in which 

both questionnaires and interview diagnoses were completed inde¬ 
pendently. The CES-D asks about 20 depressive symptoms, which 
are rated on a 4-point frequency scale for the past week. In a com¬ 
munity sample, a CES-D score of 21 or higher had a sensitivity 
(i.e., proportion of true cases detected) of 54% and a specificity 


(i.e., proportion of noncases correctly classified) of 96% for major 
depression diagnosed by structured interview; scores of !6 or 
higher had a sensitivity of 64% and a specificity of 94% (Myers A 
Weissman, 1980). The MHI-5 has five items about anxiety and 
depression rated on a 6-point frequency scale; scores of 17 or 
higher reliably indicate the presence of clinically significant anxi¬ 
ety or mood disorder (Berwick et al. f 1991). In this sample, scores 
on the CES-D and MHI-5 were highly correlated (r » .77, 
p < .001). Therefore, these scales are useful for indicating the 
severity of anxiety and depression and screening for anxiety and 
depressive disorders, but not for distinguishing among specific 
categories of mood and anxiety disorders. 

The use of self-report questionnaires has both strengths and 
limitations compared to interviews. Self-reports are inexpensive 
and practical for large-scale surveys. They eliminate observer bias 
and allow detailed analysis of psychometric properties of the 
instruments. Nevertheless, the CES-D and MHI-5 indicators do 
not distinguish well among different categories of mood and anx¬ 
iety disorders. They do. however, reliably indicate the presence of 
any mood or anxiety disorder and the severity of anxiety and 
depression symptom levels (Berwick et a)., 1991). 


CURRENT FINDINGS ABOUT DEMOGRAPHIC 
PATTERNS 

The relationship of temperament type to degree of character matu¬ 
rity was evaluated as a preliminary check on the prevalence of dif¬ 
ferent types of personality disorder. Table 2.1 shows that 26 (27%) 
of the 98 individuals with adventurous temperaments had definite 
personality disorders using the TCI criterion calibrated to corre¬ 
spond to DSM-IV thresholds. The only temperament type with a 


TABLE 2.1 Degree of Character Maturity for Each Type of Temperament, Rated 

Using the Temperament and Character Inventory la a General Adult 
Population (1994 St Louie Health Survey)* 





Degree of Character Maturity 




Personality Disorder 

No Personality Disorder 


Number 

Definite 

Possible 

Average 

Mature 

Temperament Type 

of Subjects 

(row %) 

(row %) 

(row%) 

(row %) 

Adventurous (Nhr) 

9S 

27 

12 

32 

30 

Explosive (NHr) 

76 

49 

20 

25 

7 

Dramatic (NhR) 

134 

4 

10 

39 

47 

Independent (nhr) 

97 

7 

II 

40 

41 

Sensitive (NHR) 

100 

27 

19 

38 

16 

Methodical (aHr) 

147 

22 

30 

33 

15 

Reliable (nhR) 

79 

l 

6 

30 

62 

Cautious (nHR) 

69 

7 

16 

36 

41 

Column total number 

800 

(A - 141) 

(A « 131) 

(a • 276) 

(a - 252) 

Row % of total 


17.6% 

16.4% 

34.5% 

31.5% 


‘Maturity of character was measured by the sum of TCI Self-directedness and Cooperativeness and divided into 
lowest sixth (definite PD), second lowest sixth (possible PD), middle third (average), and highest third (mature). 
Temperament type was measured by the configuration of three dimensions divided by median splits: Novelty 
Seeking high (N) or low (n). Harm Avoidance high (H) or low (h), and Reward D epen dence high (R) or low (r). 
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TABLE 13 Prevalence Estimates of Antisocial Personality Disorder 

(AS PD) la the St Louis Health Survey (SLHS) sad the 
Epldesaiolofk Cstduaeat Area (ECA) Study (all sites) 




Prevalence of ASPD 


Population 


SLHS 

ECA 

* 

f/N 

% 

% 

Total 

26/800 

3.3 

26 

Gender 

Males 

22/345 

64 

4.3 

Females 

4/455 

0.9 

0.1 

Race 

Whites 

18/652 

2.8 

2.6 

Blacks 

6/125 

48 

2.3 

Age 

11-29 

15/178 

84 

3.8 

30-44 

7/274 

2.6 

3.7 

45-64 

3/216 

1.4 

1.4 

65+ 

1/131 

08 

0.3 


higher proportion (49%) of definite personality disorder was the 
explosive type associated with borderline personality disorder. 

Gender, Race, and Age 

Using this TCI classification procedure for definite personality 
disorder provided an estimate of the prevalence of antisocial per¬ 
sonality disorder in the general population of the St. Louis Health 
Survey (SLHS), 3.3%, in approximate agreement with that 
obtained using the Diagnostic Interview Schedule in the ECA 
study, namely, 2.6% (Table 2.2). Likewise, young men were most 
likely to be diagnosed as having antisocial personality disorder in 
both studies. The slight excess of ASPD in Blacks was not statis¬ 
tically significant in the SLHS and was not observed in the ECA. 
In both studies gender and age had strong impacts. 

A more complete account of the prevalence of antisocial per¬ 
sonality disorder and other personality variants by gender and age 


is shown in Thble 2.3. Antisocial personality disorder shows a 
greater predominance of men and individuals under age 30 than 
any other personality disorder or temperament type. There is a sev¬ 
enfold excess of men with ASPD. compared to a twofold excess 
of men with borderline personality disorder and a slight excess of 
women with other impulsive personalities (e g., histrionic or nar¬ 
cissistic personality). Likewise, among mature temperament types, 
there is a twofold excess of men with adventurous temperaments in 
contrast to the excess of women with other types. 

Because 22 of the 26 individuals with antisocial personality 
disorder were men. the prevalence of ASPD and other personality 
variants was examined by age in men only. With women excluded, 
it remains clear that all the impulsive personality disorders (anti¬ 
social, borderline, and other) are less prevalent in older age 
cohorts, whereas nonimpulsive personality disorders are slightly 
more frequent in older cohorts, increasing from 7% in those under 
30 years to 10% in those over 63 years of age. This supports the 
suggestion in DSM-tV that impulsive (Cluster B) disorders are 
more likely than nonimpulsive (Clusters A and C) disorders to 
improve with age (APA, 1994). This prognostic difference may be 
explained partly by the decrease in Novelty Seeking witf increas¬ 
ing age, as noted earlier, or partly by the possibility that individu¬ 
als high in Novelty Seeking may have earlier mortality. In fact, the 
proportion of individuals who have any personality disorder is 
lower in older cohorts (under 40%) than in those under age 30 
(over 60%). In positive terms, 39% of those under 30 years of age 
are mature (i.e., higher than the bottom third in Self-directedness 
and Cooperativeness) compared to 60% or more of those age 30 
years or older. The association between character maturity and age 
occurs in both adventurous and other temperaments. 

Education 

Antisocial personality disorder has often been associated with low 
educational achievement, particularly failure to graduate from high 
school (Robins et a!., 1991). This association is confounded partly 
by disciplinary problems in school being part of the diagnostic crite¬ 
ria. In the SLHS, it is possible to examine the association with edu¬ 
cational level without this confound flkble 2.4). Borderline person- 


TABLE2J Prevalence of ASPD and Other Personality Variants by Gender 

and Age In the SLHS 


a 

Gender (%) 


Age (%) 


• 

Group 

Male 
(n • 345) 

Female 
(a « 455) 

16-29 
(a ■ 178) 

30-44 
(a « 274) 

45-64 
(a • 216) 

65a 

(a ■ 131) 

Personality Disorders 

Antisocial 

6.4 

0.9 

8.4 

26 

1.4 

0.8 

Borderline 

6.4 

3.3 

7.9 

44 

46 

0.8 

Other Impulsive 

3.8 

4.2 

5.6 

3.7 

4.6 

1.5 

Not Impulsive 

7.5 

4.4 

5.6 

62 

3.7 

8.4 

Any Possible 

17.7 

15.4 

20.8 

15.7 

120 

19.1 

Mature Types 

Adventurous 

10.7 

5.1 

6.7 

8.4 

8.3 

5.3 

Other 

47.5 

66.8 

44.9 

59.1 

65.3 

64.1 

Total 

100.0 

100.0 

100.0 

100.0 

1000 

100.0 


tn 

<s> 

<S> 

00 

cr» 
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TABLE 24 


Education and Enpt^nt by PinoolUty Type In SLHS 



Yean of Education* Employment Status 1 


Personality Type 

Number 
of Subjects 

< 12 
(row %) 

12 

(row %) 

13+ 

(row %) 

No Job 
(row %) 

Part-Time 
(row %) 

Full-Time 
(row %) 

§ 

Personality Disorders 
Antisocial 

26 

8 

38 

54 

0 

12 

65 

Borderline 

37 

30 

27 

43 

11 

22 

46 

Other Impulsive 

32 

13 

37 

50 

3 

22 

66 

Not Impulsive 

46 

15 

26 

59 

7 

7 

52 

Any Possible 

131 

15 

37 

48 

7 

12 

45 

Mature Types 

Adventurous 

60 

3 

10 

87 

7 

13 

55 

Other 

468 

11 

29 

59 

3 

11 

50 

Total 

800 

12 

30 

58 

5 

12 

51 


'Not high school graduate (<12 yrs), high school graduate (12), 1-3 years of college (13-15 yrt), 
and 4 or more years college (I6+). 

"Employment status distinguished part-time paid employment, full-time paid employment, 
students/house makers, retired, and no job (and none of preceding). The retired and studentf 
homemakers not shown here. 



ality disorder is associated with failure to graduate from high school 
(30% in people with borderline personality disorder vs. 12% in 
oihers), but antisocial personality disorder is not (8%), Furthermore, 
mature adventurous individuals are actually most likely to graduate 
from high school (97% vs. 88%) and continue with some college 
education (87% vs. 58%). 


Employment 

It is well established that antisocial personality disorder leads to 
occupational instability, such as frequently quitting or being Bred 
(Robins, 1966, Robins et al., 1991). This association is confounded 
partly by occupational instability being part of the diagnostic crite¬ 
ria. Consequently, it is interesting to evaluate the association, if any, 
of AS PD with current employment status when ASPD is diagnosed 
on the basis of personality traits alone and not employment history. 
Table 2 4 shows that underemployment (i.e., part-time or no job) is 
associated with borderline and other impulsive personality disorders 
but not with antisocial personality disorder. Those with ASPD are 
usually employed full time, although not necessarily at the same 
job. This suggests that prior reports of chronic unemployment with 
ASPD may be confounded by criteria that do not adequately distin¬ 
guish ASPD from borderline personality disorder. An alternative 
hypothesis is that a chronically unemployed person with an antiso¬ 
cial personality disorder becomes anxious or depressed, which 
could inflate his or her Harm Avoidance score and lead to a change 
in diagnosis from antisocial to borderline personality. This alterna¬ 
tive hypothesis is unlikely in most cases, however, because older 
cohorts have fewer people with both antisocial and borderline per¬ 
sonality, not more. Accordingly, underemployment appears to be 
attributable largely to a borderline, not an antisocial, personality. 
The rate of unemployment in this sample (5%) is similar to that 
officially reported for this region at the time, suggesting that unem¬ 
ployed people were accurately represented in the SLHS sample. 


Marital Status 


The association of antisocial personality disorder with marital insta¬ 
bility is well known from prior studies. In the SLHS, antisocial per¬ 
sonality was most strongly associated with having never been mar¬ 
ried (46% vs. 18%). Those with ASPD are less likely to have ever 
married than other types of definite personality disorders (46% vs. 
20% to 32%) and much less likely than mature adventurous (20%) 
or other nonadventurous (13%) personalities. These differences may 
be partly a function of the lower mean age of those with antisocial 
personality disorder, but it is also seen when the comparison is lim¬ 
ited to people younger than 30. Among the 178 people under age 
30,73% of the 15 having an antisocial personality were never mar¬ 
ried. compared with 55% of the 163 others. Furthermore, tempera¬ 
ment substantially influences the rate of being single in people 
under 30 years of age: 67% of the 12 mature adventurous people 
under age 30 had remained single, which is similar to the single rate 
in those with antisocial personality disorder. With the recent 
decreased social pressure to marry early, people with ASPD appear 
to be more likely to remain single until they are older and more 
mature, rather than to enter into unstable early marriages. 


Religious Activity 

People with antisocial personality disorder were less likely than 
any other personality group to say they were affiliated with any 
religion (30% vs. 10% unaffilisted). They also indicated the 
lowest frequency of attending church of any group. Individuals 
with any type of personality disorder attended church less often 
than those without personality disorders. Two thirds of those with 
antisocial and borderline personalities reported that they rarely or 
never attended church, whereas two thirds of those without per¬ 
sonality disorder reported attending church at least monthly and 
one third without personality disorders attended at least weekly. 








It Epidemiology and Comorbidity 


CURRENT FINDINGS ABOUT HEALTH 
AND COMORBIDITY 

■ 

In general, people with antisocial personality disorder report that 
their overall (mental and physical) health is very good (58%) but 
not excellent (12%). People with other types of personality disor¬ 
ders rate their overall health lower than very good more often than 
those with Antisocial personality disorder (73% to 50% vs. 31%). 
whereas mature individuals more often rate their health excellent 
than those with antisocial personality disorder (26% vs. 12%). 
This confirms the genera] impression that people with antisocial 
personality disorder do not see themselves as ill. 


Mental Health Treatment and Suidde Attempts 

People with antisocial personality disorder do not report more 
mental health problems than others in general in the SLHS (Table 
2.5). In contrast, people with borderline and nonimpulsive personal¬ 
ity disorders are most likely to report problems, particularly psychi¬ 
atric hospitalization and suicide attempts. Only 4% of those with 
antisocial personality disorder reported past suicide attempts com¬ 
pared to 30% of those with borderline personality disorder and 6% 
of the general population. Only 8% were ever hospitalized for their 
mental health compared with 22% of those with borderline personal¬ 
ity disorder and 6% of the general population. Suicide attempts in 
men have often been associated with ASPD in psychiatric treatment 
samples; these data suggest that antisocial personality disorder is not 
well differentiated from borderline personality disorder when check¬ 
lists of antisocial behavior are the basis for diagnosis. This hypothe¬ 
sis also is supported when comparisons are restricted to men. 


Substance Abuse 

Alcoholism often has been associated with antisocial personality dis¬ 
order in past research (Cloninger, 1987b; Lewis et al., 1982; Robins 
et al., 1991). and this association is strongly confirmed in the SLHS 
(Tkble 2.6). The lifetime prevalence of definite alcoholism was esti¬ 
mated as 14.1% in the SLHS. which is similar to the prevalence of 
13.8% in all ECA sites and 15.9% in St. Louis specifically (Robins 


& Regier, 1991). In contrast to these overall rates. 39% of those with 
ASPD in the SLHS were definite alcoholics and another 12% were 
possible alcoholics. The only other group with a similarly elevated 
prevalence of alcoholism was borderline personality, with a 43% 
prevalence. The rates are slightly higher in other personality disor¬ 
ders (15% to 19%) than in mature people (9% to 13%). 

The motivational mechanisms associated with substance abuse 
were examined further with another legal substance, cigarettes. Anti- 
social personalities, like those with all personality disorders, are more 
likely to have ever smoked than people who are not adventurous and 
mature (77% vs. 62%). They are also more likely to still smoke 
recently (65% vs. 46%). Consequently, they also are much less likely 
to stop smoking. Tricing frequency of smoking into account, individ¬ 
uals with any impulsive personality disorder are less likely to quit 
than all other personality types; for example, among those who have 
smoked a pack per day, only 10% of those with antisocial personality 
disorder, 25% of those with borderline personality disorder, and 22% 
of those with other impulsive personalities have quit, which is lower 
than any other group (35% to 45%). Among light smokers, the rates 
of quitting are higher overall, but the difference between antisocial 


and borderline personality disorders (60%) versus nonimpulsiv 
(82%) and mature types (67% to 77%) also holds. 

Despite starting more and quitting less, however, antisocial pe 
sonalities are not more likety than mature people to smoke a pack < 
cigarettes daily. They have the lowest rate of ever having smoked 
pack of cigarettes daily (50%) compared to al) other groups (58% i 
83%). In other words, they have a high rate of lifelong light smokir 
(20%) compared to all other personality types (7% to 14%). This 
consistent with other findings that individuals with impulsive pe 
sonality disorders use substances such as alcohol and cigarettes f< 
pleasant stimulation and do not want to quit using them (Cloningt 
1987b; Cloninger, Sigvardsson, Przybeck, & Svrakic, 199$). 


Depression and Anxiety 

Prior research indicates that most patients with personality disorders 
are likely to have comorbid anxiety and depressive disorders (D. M. 
Svrakic et al., 1993), but that antisocial personality disorder may be 
relatively resistant to anticipatory anxiety, depression, and guilt 


TABLE IS Indicators of Lifetime Mental Health Function by Personality Type la SLHS 





Mental Health Treatment 


Personality Type 

Number of 
Subjects 

Nerve Meds? 

(row %) 

Psych Outpt? 

(row %) 

Psych Inpt? 

(row %) 

Attempt Suicide? 

(row %) 

Personality Disorders 

Antisocial 

26 

IS 

IS 

8 

4 

Borderline 

37 

35 

46 

22 

30 

Other Impulsive 

32 

41 

28 

6 

9 

Not Impulsive 

46 

30 

35 

17 

20 

Any Possible 

131 

3S 

23 

8 

8 

Mature Types 

Adventurous 

60 

13 

15 

7 

5 

Other 

461 

27 

19 

3 

3 

Total 

800 

28.2 

21.5 

6.4 

6.4 
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TABLE 2.6 Prevalence of Definite Alcoholism, Definite Depression, and Multiple 

Somatic Complaints* by Personality Type In the SLHS 


Multiple Somatic Complaints 


Personality Type 

Number 
of Subjects 

Definite 
Alcoholic 
(row %) 

Definite 
Depressed 
(row %) 

4^ Bodily 
Pains 
(row %) 

24 OI 
Symptoms 
(row %) 

Both Pains 

4 01 

(row %) 

Personality Disorder! 
Antisocial 

a 

26 

38 

8 

12 

4 

0 

Borderline 

37 

43 

46 

32 

32 

14 

Other Impulsive 

32 

19 

50 

6 

25 

3 

Not Impulsive 

46 

15 

54 

15 

21 

9 

Any Possible 

131 

!7 

30 

10 

21 

5 

Mature Types 

Adventurous 

60 

13 

7 

2 

15 

0 

Other 

468 

9 

6 

7 

14 

3 

Totals 

800 

14 

17 

9 

17 

4 


* Alcoholism based on SMAST; depression definite with CES-D score of 21 Of more; four or more bodily 
pains and two or more Cl complaints as seen in irritable bowel syndrome are characteristic of somatization 

disorder. 


(Cleckley. 1964; Hare, 1978). Both of these observations were sup¬ 
ported by findings about anxiety and depressive symptoms in the 
SLHS. The prevalence of definite depression according to the CES- 
D scale was about 8% in those with antisocial personality disorder, 
which is similar to that in mature personality types (6% to 7%) and 
much lower than in other personality disorders (46% to 54%). Like¬ 
wise, using a more restrictive criterion for anxiety and depressive 
disorders based on the MHI-5. 4% of those with ASPD were ill, 

which is about the same as in mature individuals and much lower 
than in those with other personality disorders (31% to 46%). The 
rate of anxiety disorders in ASPD was lower than in all others both 
for cases with (0% vs. 4%) or without (4% vs..8%) a history of 
panic attacks. The lifetime prevalence of either specific (23% vs. 
25%) or social (19% vs. 18%) phobias was about the same in those 
with antisocial personality disorder as in mature people and about 
half that in those with other types of personality disorder (35% to 
• 49% specific phobias and 25% to 57% social phobias). 

Somatization 

In contrast with the relative resistance to anticipatory worrying 
and anxiety in antisocial personality disorder, people with antiso¬ 
cial personality disorder are reportedly prone to multiple somatic 
complaints and, in some cases, somatization disorder (Cloninger 
& Guze, 1970a). Such somatization with little or no anticipatory 
anxiety may be associated with low tolerance for frustration and 
low endurance of pain in individuals with impulsive temperaments 
(Cloninger. 1988). Alternatively, somatization may be associated 
with immature character regardless of the temperament profile. 

The diagnosis of somatization disorder in DSM-IV requires 
complaints of frequent pain in four or more body regions as well as 
two or more gastrointestinal symptoms, such as those reported in 
irritable bowel syndrome (Yutzy et al., 1995). Both the bodily 
pains and bowel complaints are necessary but not sufficient for the 
diagnosis of somatization disorder. Such complaints were evalu¬ 


ated in the SLHS, as summarized in Table 2.6. Multiple somatic 
complaints were more frequent in cases of personality disorder 
than in mature individuals. In particular, the risk of four or more 
bodily pains was 18% in definite PD, 10% in possible PD, 6% in 
average individuals, and 5% in the most mature third of individu¬ 
als. Multiple bodily pains occurred in 12% of those with antisocial 
personality disorder and only 2% of mature adventurous individu¬ 
als. The combination of multiple bodily pains and irritable bowel 
complaints was common in those with borderline personalities 
(14%) but not in those with antisocial personalities (0%). This is 
explained by the additional observation that high Harm Avoidance 
was significantly correlated (p < .001) with the number (r » .35) 
and frequency (r » .37) of bodily pains as well as with the number 
(r * .29) and frequency (r • .34) of irritable bowel complaintj. Fur¬ 
thermore, both high Harm Avoidance and low Self-directedness 
contributed significantly to the prediction of the number and fre¬ 
quency of bodily pains and irritable bowel complaints in multiple 
regression analyses. Similar associations with personality occurred 
regardless of gender, but women had higher rates of somatic com¬ 
plaints overall. In summary, somatization appears to covary with 
anxiety-proneness (i.e., high Harm Avoidance) and immature char¬ 
acter in general (i.e., low Self-directedness) rather than a specific 
temperament profile or personality disorder subtype. 


CONCLUSIONS 

The SLHS is the first study of the clinical and epidemiological 
correlates of antisocial personality disorder in a general popula¬ 
tion in which all types of temperament and character variation 
were systematically assessed. The findings of this study allow res¬ 
olution of several controversial issues about the epidemiology and 
Axis I comorbidity of ASPD. It also suggests conclusions about 
the basic concept of personality disorder. 

First, personality disorders are not discrete diseases but clini- 


51770 0867 







1 


20 Epidemiology and Comorbidity 

# 

cally distinct and relatively stable configurations of multiple quan¬ 
titative traits. No sharp natural boundary between disorder and 
maturity has ever been demonstrated for any personality disorder. 
Rather, there is quantitative variation in degree of character matu¬ 
rity, and about the bottom sixth of the population are sufficiently 
immature that they are distinguished as having a personality dis¬ 
order. This distinction is not completely arbitrary or artificial, 
however. Studies of longitudinal development show that antisocial 
personality disorder is a moderately stable configuration in a 
complex adaptive network (N. M. Svrakic, D. M. Svrakic, A 
Cloninger, 1996). The dynamic interactions among multiple corre¬ 
lated dimensions make the antisocial personality syndrome more 
stable than intermediate or mixed configurations (Cloninger et al., 
1994). Such stable multidimensional configurations make preven¬ 
tion and treatment difficult but not impossible. 

Second, antisocial personality disorder is primarily a disorder 
of young men. With increasing age, Novelty Seeking decreases 
and the character traits of Self-directedness and Cooperativeness 
increase. These changes lead to improvement or remission of 
ASPD in many cases, as has been previously documented in lon¬ 
gitudinal studies. 

Third, antisocial personality disorder should be distinguished 
from borderline personality disorder, although both are partly char¬ 
acterized by impulsivity (i.e., high Novelty Seeking) and social 
detachment (i.e., low Reward Dependence). Borderline personality 
disorder is strongly associated with failure to graduate from high 
school, underemployment, anxiety, depression, somatization, and 
suicide attempts. In contrast, the associations of antisocial personal¬ 
ity disorder with these psychosocial problems is weak at most, in 
contrast to the conclusions of prior studies that did not distinguish 
antisocial and borderline personality disorders. These two disorders 
can be distinguished by variation in a single dimension of tempera¬ 
ment: Harm Avoidance scores are low in antisocial personality dis¬ 
order and high in borderline personality disorder. Consequently, 
borderline personality disorder is more likely to be associated with 
more severe immature character development and with fearful 
responses to stress, including anxiety, depression, and somatization. 
The distinction between antisocial and borderline personalities 
appears to correspond to the distinction between primary and sec¬ 
ondary psychopathy in the older literature (Geckley, 1964). 

Fourth, all the impulsive personality disorders (antisocial, bor¬ 
derline, histrionic, and narcissistic) are at increased risk for sub¬ 
stance abuse, including alcoholism, cigarette smoking, and illegal 

drug use. The association between substance abuse and impulsive 
personality disorders is caused both by more frequent initiation and 
less frequent cessation of substance abuse for pleasant stimulation. 

Finally, the current results are consistent with prior observa¬ 
tions, if it is accepted that behavioral checklists for antisocial per¬ 
sonality disorder, such as that in DSM-fV* allow overlap between 
antisocial and borderline personality disorders. More generally, 
the interpretation of the current findings is clearer than in prior 
work because of the availability of appropriate comparison 
groups, including both immature and mature personality types, 
within the same sample. Identification of all these subgroups 
within a sample of the general population provides assurance 
against the selection artifacts that confound interpretation of asso¬ 
ciations in treatment samples. 


FUTURE WORK 

The current findings demonstrate the ease and utility of recent 
improvements in case finding for all types of personality disorder. 
It no longer should be necessary to limit the diagnosis of person¬ 
ality disorders in large-scale epidemiological projects to antisocial 
personality disorder, as was necessary in the ECA study. The cur¬ 
rent findings show how important it is to assess personality com¬ 
prehensively and quantitatively in order to understand the epi¬ 
demiology and comorbidity of any particular syndrome. 

A major limitation of the SLHS and most prior work on anti¬ 
social personality disorder is the small number of women with 
ASPD who have been studied. Although the public health problem 
involves primarily men, these women represent an extreme and 
highly informative risk group (see Giordano & Cemkovich, Chap¬ 
ter 46, this volume). This calls for much larger samples than the 
SLHS. Samples of 5,000 to 10,000 from the general population 
would be needed to ascertain 130 to 260 men and 20 to 40 women 
with antisocial personality disorder. 

A developmental perspective is needed to understand the psy¬ 
chosocial problems associated with antisocial personality disorder 
(N. M. Svrakic et al., 1996). Large-scale longitudinal studies of 
individuals and family members are required to characterize the 
dynamic interactions of the many factors that influence the devel¬ 
opment of ASPD from childhood throughout adulthood 

Finally, public concern for violence and underemployment 
should lead to research on both antisocial and borderline person¬ 
ality disorders. Now that self-report measures are available that 
are quantitative and reliable for the differentia) diagnosis of all 
personality disorders, such studies do not require unusual expense 
for clinical assessment. 
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GENERAL INFORMATION 


This section asks for some general information which will be helpful as we 
compile the data from this study. Please fill in the information below. If you 
are not sure of an exact answer, please give your best estimate. 


1. Today's date 


/ 


/ 


Month/ Day/ Yaar 


3. Ethnic Group (circle): Black 


4. Your Age: 


2. Your Sex (circle): Female 




White 


Hispanic 


Other 


(Please specify) 


Date of Birth: 


/ 


/ 


Month/ Day/ Yaar 


Place of birth: 


City 




Zip 


5. Your current marital status (Please circle appropriate letter) 


Never 

Married 

(A) 




(B) 


Married 

(C) 




I . J 


lit lliL x* 


Living Living Together 

Together (Qavi Separated Divorced 


(D) 


(E) 


(F) 


( 0 ) 


(H) 


6. Your employment (Please circle appropriate letter): 


Student 



Unemployed 


Part-time 


Full-time 


Retired 


(A) 


(B) 


(C) 


(D) 


(E) 


(F) 


Thank you, now proceed to 

SECTION 1 









Section 1 


General Health Information 


In general, how would you describe your health? (Chech only one number below.) 

_1. Excellent 

_.2. Very Good 

_3. Good 

_4. Fair 

_5. Poor 

Thinking about your physical health, which includes physical Illness and injury, 
for how many days during the last 30 days was your physical health notoood? 




3. 


Thinking about your mental health, which includes stress, depression and 
problems with your emotions, for how many days during the last 30 days > 

your mental health not good ? 



For each of the following questions, please circle the number that comes 


closest to the way you have been feeling 
(Circle only one number on each line.) 




; 1 

None 

, of the 

, Time 


2 

AUtte 
of the 
Time 


3 4 

Some A Good 
of the Bit of 

Time the Time 


8 

Most 
of the 
Time 


• t 

Al i 
of the i 

Timet 


4. How much of the time, during the pest month, 

has your health limited your social activities (like 
visiting with friends or close relatives)?.. 

5. How much of the time, during the past month, 

have you been a very nervous person?. 


6. During the past month, how much of the time 
have you felt calm and peaceful?. 


• • 


7. How much of the time, during the past month, 

have you felt down-hearted and blue?. 

8. During the past month, how much of the time, 

have you been a happy person?. 


How often, during the past month, have you felt 
so down in the dumps that nothing couio cheer 
you up?. 


/ 1 
> None 
of the 
Time 




2 • 
AUUe 
of the 
Time 


J 4 
Some A Good 

of the B*of 
Time the Time 


Mott 

oflhe 

Time 


• -vw-y-i 

Tiro* r • 




4 


8 


4 


8 


8 


5 


8 


8 


3 


► • • 9 


6 


8 


8 
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Have you boon told by a doctor, nursa, or other health professional that you have any of 

the following health problems? 

* ~ 

1. High blood pressure?. | YES NO 

2. High cholesterol level?. • YES NO 

3. Diabetes (sugar diabetes)?. | YES NO 

4. Problems with heart and blood circulation?. • YES NO 

| 

5. Depression, arudety, or emotional problems?.] YES NO 

6. Alcoholism or drug problems?. ■ YES NO 

7. Arthritis or rheumatism?. j YES NO 

8. Cancer?. | YES NO 

t ; 


In some families several people may have similar health problems. Has anyone In your 
Immediate family (parents, children, brothers or sisters) had any of the fallowing 

problems? 

e 

1. High blood pressure?. ' YES NO 

2. High cholesterol level?. YES NO 

3. Diabetes (sugar diabetes)?. j YES NO 

4. Problems with heart and blood circulation?. [ YES NO 

5. Depression, anxiety, or emotional problems?. ! YES NO 

8. Alcoholism or drug problems?. } YES NO 

7. Arthritis or rheumatism?. ! YES NO 

8, Cancer?. ' YES NO 


Have you been told by a doctor, nurse, or other health professional that you should do 

any of the following to protect or Improve your health? 

1. Watch your diet (for example, lower intake of calories, salt, tats, or sweets).i YES NO 

2. Reduce your weight. J YES NO 

3. Cut down or stop smoking. J YES NO 

4. Cut down or stop drinking alcohol. YES NO 

5. Follow an exercise program. J YES NO 

6. Relax more and reduce stress. YES NO 

7. Take medication. J YES NO 

__ 
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Weight Gain and Loss 


This section contains a number of questions about your weight and changes In It In case 
you don’t remember an exact number, please give your best estimate. 


1. How tall are you without shoes? __ 

Feet & Inches 

2. How much do you currently weigh? _ 

Pounds 


3. How much did you weigh at age 18 years? _ 

Pounds 

4. How would you describe your weight for most of the time before age 18 years? 

(Please circle appropriate letter) 

Very Slightly Slightly Very 

Underweight Underweight Average Overweight Overweight 

(A) (B) (C) (D) (E) 


5. What is the most you have weighed at any age? _ 

Pounds 

6. What has been your usual or average weight as an adult 

(after 18 years of age)? _ 

Pounds 

ft 

7. What do you think is the best possible weight for you? _ 

Pounds 


8. As an adult how would you describe your weight for most of the time (since age 18 years)? 
(Please circle appropriate letter) 

Very Slightly Slightly Very 

Underweight Underweight Average Overweight Overweight 

(A) (B) (C) (D) (E) 
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9. As an adult, what has been your largest gain in weight 
during one year? 

10. As an adult, what has been your largest loss in weight 
during one year, 


Pounds 




11. As an adult, what has been your largest loss in weight 

during one year, when 


Pounds 


12. As an adult, how much of the time have you been within 20 pounds of your best 
possible weight? (Please circle appropriate letter) 


Non# 
of the tima 


A little 
of the time 


Some 
of the time 


A good bit 
oftheSme 


Most 

of the time 


oftheSme 


13. As an adult, how much of the time have you been on a diet to control your weight? 
(Please circle appropriate letter) 


None 
of the time 


A little 
of the time 


Some 
of the time 


A good bit 
of the time 


Most 

of the time 


of the Sme 


P/ease answer the following questions by circling "Yes" or "No." 


14. Did you ever intentionally keep your weight more than 20 pounds below 

what is average for your height?. 

15. Was there ever a time when you were below average in weight but you sSII had 

a great fear of gaining weight or becoming fat?. 

16. Was there ever a time when your family or friends thought you were too thin, but 

you were still fearful of gaining weight or becoming fat?. 

17. Have you ever gone on eating binges in which you felt that you could not control 

how much or wnat you ate?. 

18. Have you ever tried to prevent gaining weight after you ate too much by purging 

(like making yourself vomit or taking laxatives)?. 

19. Was there ever a time period of 3 months or more when your binge eating and purging 

both occurred, on average, at least twice a week?. 


YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 
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When I emel a vzzing steak or tee a 
juicy piece of meat I find it very cfifficuk 
to keep from eating, even if I have juft 
finished a meal. 


I utuaVy eat too much at social occasions, 
ike parties or picnice. 


I am usualy so hungry that I eat more 
than three times a day.. 


When I have eaten my quota of cal 
I am usualy good about not eating 
any more. 


Dieting is so hard for me because i 
just get too hungry. 


I defiberately take smal helpings as a 
means of controing my weight. 


Sometimes things just taste so good that 
I keep on eating even when I am no 
longer hungry. 


Since I am often hungry, I sometimes 
wish that while I am eating, 
an expert would tel me that I have had 
enough or that I can have something 
more to eat. 


9. When I feel anxious, I find myself eating.. 

10. Ufa is too short to worry about (fisting... 

11. Since my weight goes up and down, 

I have gone on reducing (fists 

more than once. 


12. I often feel so hungry that I juat have to 
eat something. 


13. When I am with someone who is 
overeating, I usualy overeat too. 


14. I have a pretty good idea of the number 
of calories in common foods. 


15. Sometimes when I start eating, 
I just canl seem to stop. 


16. ft is not dfflicult for me to leave 
something on my plate. 


certain times of the day, I get hungry 
because I have gotten used to eatino tn 




• • 


T 


T 


T 


T 


F 


F 


T F 


T F 

• • 

T F 


T F 













27 






When I aat a raal daacacy, I 
hungry that I hava to Mt right 


gat to 


I often atop anting whan I am not ratty M 
at a conacteuo maana of ImMng tha 
amount that I aat. 


; t 

4 * 

i 


I gat ao hungry that my atomach 

aaamt Net a bottomlaaa pH ... 


» T 
» 


My waight haa hardy changed at al In 
tha teat tan yaare.. 


I am afcvaya hungry ao I la hard tor ma 


to atop 
on my plata 


X 






Whan I teal lonaly. I conaola myaatf 
by eating.. 


I conaeiouoly hold back at maala In ordar 

flajaS UMUJlk# 

nocio gmn wwgni.. 

I aomadmaa gat vary hungry lata in tha 

evening or at night. 


T 


30. I aat anything I want any lima I want 


• • • 


31. 


Without thinking about 1.1 
lima to aat. 






I count catoriat at a conadoua maana of 
controing my waight. 

I do not aat aoma fooda bacauaa thay 
maka motet. 


34 


I am ateraya hungry tnough to aat 
atanytima. 






I pay a graat daal of attention to changaa 
In my figure.. 

Whla on a dot If I aat a food that la not 
Mowed, I often aplurga and aat othar 
high caloria fooda. 


' T 

{ T 

• • 

ir 

» 

It 

t T 

• a 

f, : -‘v. 

i T 

w 

I T 
| T 

I T 
} T 

a 

It 

• T 


T 


T 


* T F 
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In part B read each statement end decide how you feel about It Circle the latter which beat 
answers the question. 

37. How often are you dieting in a conscious effort to control your weight? 

rarely sometimes usually always 

(A) (B) (C) (D) 

38. Would a weight fluctuation of 5 lbs. affect the way you tive your life? 

4 

not at all slightly moderately very much 

(A) (B) (C) (D) 

39. How often do you feel hungry? 

only at sometimes often between almost 

mealtimes between meals meals always 

(A) (B) (C) (D) 

40. Do your feelings of guilt about overeating help you control your food intake? 

rarely sometimes usually always 

(A) (B) (C) (D) 

41. How difficult would k be for you to stop eating halfway through dinner and not eat for the next four hours? 

slightly moderately very 

easy difficult difficult difficult 

(A) (B) (C) (D) 

42. How conscious are you of what you are eating? 

not at all slightly moderately extremely 

(A) (B) (C) (D) 

43. How frequently do you avoid ‘stocking up* on tempting foods? 

almost never seldom usually almost always 

(A) (B) (C) (D) 

44. How likely are you to shop for low calorie foods? 

slightly moderately very 

unlikely likely Rkely likely 

(A) (B) (C) (D) 

45. Do you eat sensibly in front of others and splurge alone? 

never rarely often always 

(A) (B) (C) (D) 

48. How likely are you to consciously eat slowty in order to cut down on how much you eat? 

slightly moderately very 

unlikely likely likely likely 

(A) (B) (C) (D) 

Page 7 
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47. How frequently do you skip desert because you are no longer hungry? 


almost at least almost 

never seldom once a week everyday 

(A) (B) (C) (D) 

48. How likely are you to consciously eat less than you want? 

slightly moderately very 

unlikely likely likely likely 

(A) (B) (C) (D) 

49. Do you go on eating binges even though you are not hungy? 

at least 

never rarely sometimes once a week 

(A) (B) (C) (D) 

50. On a scale of 0 to 10. where 0 means no restraint in eating (eat whatever you want whenever you 
want it) and 10 means total restraint (constantly limiting food intake and never ‘giving in'), what 
number would you give yourself? 

( 0 ) 

eat whatever you want whenever you want It 

(D 

( 2 ) 

usually eat whatever you want, whenever you want 

(3) 

(4) 

often eat whatever you want, whenever you want 

( 5 ) 

( 6 ) 

often limit food intake, but often ‘give In' 

(7) 

(«) 

usually limit food intake, rarely ‘give in' 

(«) 

( 10 ) 

usually limit food intake, never ‘give in* 

51. To what extent does this statement describe your eating behavior? *1 start dieting in the morning, 
but because of any number of things that happen during the day, by evening I have given up and 
eat what I want, promising myself to start dieting again tomorrow.' 


not 

little 

pretty good 


like 

like 

description 

describes 

me 

me 

of me 

me perfectly 

(A) 

(B) 

(C) 

(D) 
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In this part there Is a list of foods. As you read the list think back over the past year 
and decide If you have eaten the food. Then decide how often you have eaten It 


There are five answers to choose from: 


t 

I 

t 

t 

t 


0 

Navar 


: J 1 

Rvaty 


mm 

U0«t 

Worth* 


i : Moat Moat 

Waaka Day* 


m • 4 • 




Choose the number which best describes how often you ate each food 


1. B«af - steaks and roast*. 

2. Beef stew, pot pie, with vegetables. 

3. Hamburgers, cheeseburgers, meat loaf. 

4. Bacon. 

5. Pork, including chops, roasts. 

6. Ham, lunch meats. 

7. Sausage. 

8. Hot dogs. 

Livers. 

10. Liverwurst. 

11. Fried chicken. 

12. Chicken/turkey, roasted, stewed. 

13. Tuna fish, salad, casserole. 

14. Fried fish or fish sandwich. 

15. Shellfish... 

♦ 

16. Other fish, broiled or baked. 

17. Chill with beans. 

18. Pizza. 

19. Eggs. 

20. Whole milk, drinks with whole milk.. 

21. 2% milk, drinks with 2% milk.. 

22. Skim milk or buttermilk.. . 

23. Ice cream. \ 


1 

Rarely 

a • a • 

• 

■ 

• e a a 

2 

Moat 

Months 

• • • • • a • 

3 

MOV ; 

Weeks 

* a f # * 

a % 

a a • S 

4 

Mod 

Day* 

■ 

a a » t * • • 

i a • a • • 

a • a • 

* S • 

a 4 • • i 

2 a 

• 6 

3 

* • 

* 

4 

s : 1 

• • a 

• • 

3 

4 

1 

2 

3 

4 


2 

3 


i 

2 

• 

3 

4 

• 

i 

2 

3 

a 

4 

i 

2 

3 



2 

. 3 

• 


i 

2 

3 

• 

4 

i 

2 

3 

4 

i 

2 

3 


i 

2 

3 

4 

i 

2 

3 

4 

i 

2 

3 

4 

i 

2 

• 

3 

4 

i 

• 

2 

3 

4 

i 

2 

3 

4 

i 

2 

3 

4 

i 

2 

3 

4 

i 

2 

3 

4 

• 

* 

i 

2 

* • 

3 

4 

i 

• 

2 

3 

4 

i 

2 

3 

4 


NCI diet history 
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Choose the number which best describes how often you ate each food in the last year, 


24. Frozen yogurt. . 

25. Flavored yogurt. 

26. Cottage cheese. 

27. Other cheese and cheese spreads 


• • 


• e • 


28 Mixed dishes with cheese 


29. Butter on bread or rolls 


30. Margarine on bread or rolls... 

31. White bread, bagels, crackers 


32. Dark bread 


33. Com breads 


34. Biscuits, muffins, burger rolls. 

35. Doughnuts, cookies, cakes and pastries. 


36. Cooked cereals 


37. High fiber cereals 


38. Fortified cereal 


39. Other cold cereals 


40. Rice 


41. Pasta with tomato sauce 


42. Peanuts and peanut butter 


43. String, green beans 


44. Other beans 


45. Peas 


46. Com 


47. Carrots 


48. Tomatoes, tomato juice... 

49. French fries, Med potatoes 


50. Sweet potatoes, yams 


51. Broccoli 


52. Cole slaw, cabbage, sauerkraut 

53. Cauliflower or brussel sprouts.,, 


54. Spinach (cooked) 


55. Spinach (raw) 


56. Winter squash, baked squash 

57. Other vegetables. 


' 0 
Never 


0 


0 


0 

0 


0 

0 


1 

Rarely 


2 

Most 


6 

2 

2 

2 

2 

2 


2 

a e • 

2 

2 

2 

2 


2 

2 


2 


2 

2 

2 

• • 

2 

2 


3 

Most 

Weeks 


3 


3 


3 


3 


3 


3 

3 


4 

Unit 

Days 


4 

4 


4 


4 

4 

4 

4 


4 

4 


© 

CD 

00 

to 
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Choose the number which best describes how often you ate each food in the last year. 


/ 0 1 2 3 

Never Rerety Mott Mott 

Months Weeks 


Vegetable soupe. 

Other soups.. 

60. Apples, applesauce, pears. 

61. Bananas. 

Cantaloupe. 

63. Grapefruit. 

Oranges. 

Canned, frozen, dried peaches. 

66. Fresh peaches, apricots. 

67. Fresh strawberries. 

68. Watermelon. 

69. Other fruit. 

70. Orange juice or grapefruit juice. 

71. Lemon in tea. 

72. Other fruit juices. 

73. Pumpkin pie, sweet potato pie. 

74. Other pies. 

75. Chocolate candy. 

76. Other candy, jelly, honey, brown sugar 

77. Salty snacks. 

78. Regular coffee. 

79. Decaffinated coffee. 

80. Tea. 

81. Regular soft drinks.. 

82. Diet soft drinks. 

83. Beer. ... 

84. Wine. 

85. Sugar in coffee and tea. 

86. Sugar added to cereal.. 

87. Gravies. 

88. Mayonnaise. 

89. Fat on vegetables, potatoes.. 

90. Red chili sauce. 


0 

1 

2 

3 

4 

0 


2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

t 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 


0 


2 

3 

4 

0 

1 

2 

3 


0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 
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Section 4 


Physical Activity and Exercise 


For each of the following questions, please circle the number that best describes your 
physical activity DURING THE PAST YEAR . (Circle only one number on each line.) 


i 

Non* 

ofth* 

Tim* 


2 

AIM* 

ofth* 

Tim* 


3 

Som* 

ofth* 

T«n* 


4 

A Good 
B#of 
th* Tim* 


$ 

Mott 

ofth* 

Tim* 


« « 

Al * 
ofth* i 

Tim* * 


1 . 


2 . 


During th* past y*ar, how much of th* tim* 
has your health kept you from working at a job, 
doing work around the house, or going to school? 

During the past year, how much of the time did 
your activities involve little or no physical 
effort, such as sitting?. 


3. During the past year, how much of the time did 

your activities involve mild physical effort 
such as walking slowly?. 

4. During the past year, how much of the time did 
your activities include moderate physical 
effort, such as climbing stairs or walking fast?.. 

5. During the past year, how much of the time did 
your activities involve hard physical effort 
that made you sweat and your heart beat fast, 

such as running or heavy lifting?. 





6. During the past year (52 weeks), about how many weeks did you have at least one occasion in which you 
exercised hard enough to sweat, breath deeply, and to make your heart beat fast? 


Number of weeks 


7. During the weeks in which you exercised hard at least once in during the last year, how many times per week, on 
average, did you exercise enough to sweat and breathe deeply? (Please cird* appropriate letter) 


Once 
per week 

(A) 


Twice 
per week 

(B) 


3 times 
per week 

(C) 


4 times 
per week 

(D) 


5 or more times 
per week 

(E) 


8. How long, on average, did you exercise actively on each occasion of hard physical exercise during the last year? 
(Please circle appropriate letter) 


less than 
20 min. 

(A) 


20-30 min. 

(B) 


31-40 min. 

(C) 


41-50min. 

(D) 


more than 
50 min. 

(E) 
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What is the longest time you have maintained a regular exercise program? 


1. 

2 . 

3. 

4. 


Have never gone on an exercise program 
Less than one week 

At least one week but less than one montl 


At least one month but less than six months 

5. At least six months but less than one year 

6. One year or more 


If you have ever started a regular exercise program at home or elsewhere, please 
answer the following questions by circling “Yes" or "No." If you never started an 

exercise program, please go on to the next section. 


I would hate to quit exercising because It makes me feel so good.. 

Exercise is so important to me that I do it even when I have an Injury that 
might be made worse. 

When I feel anxious, physical exercise helps me relax. 

I have started on exercise programs more than once, but in the past I have always 
stopped within one year. 

Once I get off my exercise schedule, I have difficulty starting back again. 

When I feel blue, I often skip anything involving physical exercise. 

If the weather is not good, I am usually successful in making myself 
exercise as planned. 

If I have drunk alcohol shortly before a time intended for exercise, 

I usually exercise anyway. 

If friends I am with don't want to exercise, I often skip my own exercise. 

10. It is difficult for me to exercise regularly because other things occur that 

I want to do or must do. 

11. At times when I suddenly stopped exercising, I felt so bad that I had trouble working or 

enjoying my usual activities. 


YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 


if you answered YES to Question 11, please check each of the following problems 

which occurred when you stopped exercising. 

_1. feeling sad or depressed 


2. trouble sleeping 

3. being easily irritated or angry 

4. feeling anxious 

5. Having difficulty concentrating 

6. feeling restless or fidgety 

7. having an increased heart rate 

8. eating more or gaining weight 

9. other problems 
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Section 5 


In this section you will find statements people might use to describe their 
attitudes, opinions, Interests, and other personal feelings. Try to describe 

yourself the way you usually or GENERALLY act and feel, not just how you are 


feeling right now. 


, but don't spend too 


Read each statement 
much time deciding on the answer. 

Please answer every statement, even if you are not completely sure of the answer. 

Remember there are no right or wrong answers — just describe you own personal opinions and 
feelings. 

Each statement can be answered TRUE or FALSE. 

To answer, you only need to circle either T or "F" after each question. Here is an example : 


I understand how to fill out this questionnaire. Pf , f} | 


Af you understand how to fill out this questionnaire, circle the T to show that the statement is TRUE 


I often try new things just for fun or thrMt, 
even if most people think it m a watte of 
time. 

I utualy am confident that everything 
wM go wel, even in situations that worry 

most people. 

3. The most important influences in my fife 

are my ideals of right and wrong. 

4. I am often moved deeply by a fine speech 

or poetry. 

5. I often feel that I am the victim of 

circumstances. 

6. Sometimes I feel ike everything around 

me is tilting. 

7. I can usualy accept other people as they 
are, even when they are very deferent 

from me. 

8 I believe that mirades happen. 

9 I am quick to volunteer when there is 

something to be done.. 

10. I enjoy getting revenge on people who 
hurt me. 

Often when I am concentrating on 
something, I lose awareness of the 
passage of time. 


12. No job is too hard for me to do my best 


• • • 


13. Often I feel that my Kfe hat little purpose 

or meaning. 

14. I like to help find a solution to problems 

so that everyone comes out ahead. 


15. I am a very ambitious person. 

16. I could probably accomptsh more than 1 
do,but I don't see the point in pushing 
mytetf harder than is necessary to get 

by-. 

17. I often feel tense and wonted In unfamMar 

situations, even when others foal there is 
Me to worry about. 


16. Please circle true; thie la a vafcfty Item 


• • * 


16. I often do things baaed on how I feel at the 
moment without thinking about how they 
were done in the peel. 

20. I usualy do things my own way - rather 
than giving in to the wf 


wishes of other 


people 


21. I am usualy peaceful thanks to the help 

of the supernatural force that gives 
love end order to al things.. 

22. I often feel so connected to the people 

around me that It is ike there Is no 
separation between us. 

23. I generaly don't Ike people who have 

different ideas from me. 

24. My personal and social adMlies are 

more important then prayer or 
reigious ectMbee. 

25. In most situations my natural responses 

are based on good habits that I have 
developed. 

I would do almost anything legal in 
order to become rich and famous, even 

if I would lose the trust of many old 
friends. 


TCI Version 10 Revised 5 -1-95, Copyright 0 1987,1992 by C.R. Cloninger. 
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27. I doubt that anyone haa ever received 

any supernatural help. 


28. I am much more reserved and controlled 
than moat people. 


29. I often have to atop what I am doing 
becauae I start worrying about what 
might go wrong. 


30 


I ike to (fiscuee my experiences and 
feeinge openly with friends instead of 
keeping them to myself. 


31. I am usualy eager to get going on any 

job I have to do. 


32. I have less energy and get tired more 
quickly than most people. 


38 


33. I am often caled "absent-minded" because 
I get so wrapped up in what I am doing that 
I lose track of everything else. 


34. The harder a job is the more I Ske it 


35. I seldom feel free to choose what I want to 

do. 

36. I often consider another person's feefings 

as much as my own. 


37. I am often described as an underachiever 


Most of the time I would prefer to do 
something a little risky (like riding in an 
automobile over steep hills and sharp 
turns) rather than having to stay quiet and 
inactive for a few hours. 


39. I often avoid meeting strangers because I 
lack confidence with people I do not know.. 


40. Sometimes part of my body h 
smaller than it usually is .... 


seemed 


41. I Ske to please other people as much as 

I can. 

42. I Ske old "tried and true" ways of doing 

things much better than trying "new and 
improved* ways. 


43. Usually I am not able to do things 
according to their priority of importance 
tome because of tack of time. 


of time 


44. I often do things to help protect animals 
and plants from extinction. 


45. I wish I could perform miracles 


46. I often \Msh that I was smarter than 
everyone else. 


47. It gives me pleasure to see my enemies 

suffer. 

48. I would suffer for the sake of what is right 

in order to be true to my ideals. 


T 


T 


T 


T 


F 


49. I Ike to be very organized and set up 


rules for peo 


veryorga 

wpiewhe 


enever I can 


50. It is dHftcuH for me to keep the same 
interests for a long time because my 
attention often shifts to something else 


• • • • 


SI. I am not satisfied unless I am working on 

something. 


52. Repeated practice haa given ma good 
habit* that ara atrongar than moat 


momantary imputes or persuasion 


53. I am uaualy ao datarminad that I continue 
to work long after othar people hava given 

up. 


54. I Kka a chalenge battar than aatyjobs 


• • 


55. I am fascinated by tha many thinga in ifa 
that cannot ba actanWcaly explained... 


58. I hava many bad habita that I wish I 
break.. 


57. I oftan wait for aomaons 
solution to my probisms. 


else to provide a 


58. I often accompiah mors than people 
expect of ma. 


59. I often spend money until I run out of caah 
or gat into debt from using too much credR. 

60. I think I wV hava vary good luck in tha 

future. 

61. I open up quickly to othar people, even 1 

I don't know them wal. 


62. I recover more aiovvty than moat people 
from minor Nnaaaaa or stress. 


63. It wouldn't bother ma to ba alone al tha 
time. 


64. I often feel betrayed by others. 


65. Ofton I hava unaxpectsd flashes of insight 

or understanding white relaxing. 

66. I don't cars vary much whether othar people 

fike ma or tha way I do things. 

67. I receive much comfort and support from 

my ralgious beiefa. 

68. I uauaj^tyHto gat just what I want for 


myself becauae It 
everyone anyway 




not poesibia to aatiafy 


69. I hava no patience with people who don't 

accept my views. 

70. I don't seem to understand most people 

very wel. 

71. You don't have to be dtohoneat to succeed 

in business.. 


T 
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73 


87 


72. Ths saying "ths ssrty bird catches ths 

worm" describe* my attitude. 


I sometimes fee) so connected to nature 
that everything seems to be part of one 
Iving organism. 


74. In conversations I am much better 
istener than as a talker. 


75. I have felt that I might cause something 

to happen just by thinking too much 
about it. 

76. I lose my temper more quickly than most 

people. 

77. When I have to meet a group of strangers. I 

am more shy than most people. 


78. I love to excel at everything I do 


79. I am more sentimental than most people 

80. I seem to have a "sixth sense" that 

sometimes slows me to know what is 
going to happen. 


81. I would not be happy in a job where I dkJ 
not communicate with other people. 


• • • 


82. When someone hurts me in any way, I 
usuafty try to get even. 


63. My attitudes are determined largely by 

influences outside my control. 


64 Each day I try to take another step toward 
my goals. 

85. I often wish I was stronger than everyone 


86. I fike to think about things for a long time 
before I make a decision. 


My popularity is more important to me 
than devotion to the absolute ideals of 
universal truth and harmony.. 


88 I am more hard-working than most people 

69. I often need naps or extra rest periods 
because f get tired so easily. 


90 At times I perform certain fittie rituals 
to ward on negative influences. 

91. I fike to be of service to others. 


92 Regardess of any temporary problem that 
I have to overcome. I always think it wil 
turn outwel. 

93. No matter how hard a job is, I fike to get 
started quickly. 


94. It is hard for me to enjoy spending money 
on myself, even when I have saved plenty 
of money. 


T 


T 


T 


T 


7 


T 


T 


F 


95 


I usualy stay calm and secure In skua 
that most people would find physicsfiy 
dangerous. 




I often do my bast work under 

circumstances. 


97. I Ike to keep my problems to myself 


98. I have a vMd imagination 


99. I am grateful for supernatural guidance 


• • • 


100. I Ika to stay at home battsr than to travel 
or explore naw placat. 


101. I do not think * k amart to halp waak 

people who cannot halp thamaatvaa. 


102. Warm friendships with othar paopta ara 
vary important to ma. 


103. I cannot hava any ptaca of mind If I traat 

othar paopla unfairly, even V thay ara 
unfairtoma. 

104. Paopla vtfl usualy tal ma howlhay feel.. 


105. I oftan wish I could May young foravar. 


• • • 


106.1 Ika to road everything whan I am aakad 
to sign papers. 


107. Whan 


Whan nothing naw la happaning, I 
start lookingTor something that» 


I uaualy 


thrttng or oxciting. 


108. Sometimes I have felt iks I was pert of 
something with no Imits or boundaries 
in lima and apace. 


109. I sometimes fast a spiritual connection to 

othar people that I cannot explain in 
worde. 

110. I try to be considerate of othar pebple's 

feeing*, avan whan thay hava been unfair 

to me in the peat. 

111. liketodo practical thinge more than 
praying or thinking about the mycteriee 


praying or thinking 

of the universe.... 


112. I ike K whan paopta can do whatever thay 
want without strict rules and regulations . 

113. I would probably stay rsiaxsd and outgoing 
whan masting a group of atrangers. even t 


when meeting e group of strangers, 
l war* totd they are unfriend^-. 


114 


If there is any supernatural force in the 
universe, I don’t think K affects me 
personaly one way or the other.. 


115. Usualy I am more worried than moat 
peojpiethat something might go wrong in 

116. I uaualy think about el the facts in data! 
before f make a 


T 


T 

T 

T 


T 


T 

T 

T 


► 

T 


T 


T 


T 


T 


T 


T 


Fags 16 


51770 0888 



















































117. I fed it is more important to bo tympathetic 

and undemanding of other people than to 
be practical and tough-minded. 

118. I often feel a strong tense of unity with al 

the things around me. 

119. I often quit working if people aren't nice to 

me. 

* 

120. I often wish I had special powers fike 

Superman. . 

121. Other people control me too much. 

122. I am often described as an overachiever.. 

123. I fike to share what t have learned with 

other people. 

124. Refigiout experiences have helped me 

understand the real purpose of my fife... 

125. I often learn a lot from people. 

126. Repeated practice has slowed me to 

become good at many things that help 
me to be successful. 

127. I have sometimes felt that strangers were 

reading my mind. 

128. I am usualy able to get other people to 
betieve me, even when I know that what 
I am saying is exaggerated or untrue.... 

129. I need much extra rest, support, or 
reassurance to recover from minor 

inessas or stress. 

130. I feel an ever-increasing awe of the 

beauty in al things. 

131. I know there are principles for fiving that 

no one can violate without suffering in 
the long run. 

132. I don't want to be richer than everyone 

else. 

133. I fike to go slow in starting work, even if 

it is easy to do. 

134. I would gladly risk my own fife to make 

the world a better place.. 

135. Even after thinking about something a 
long time. I have learned to truat my 
feelings more than my logical reasons... 

136. Sometimes I have felt my Ife was being 

directed by a spiritual force greater than 
any human being.. 

137. lam only effective doing work that I ike. 

138. I usualy enjoy being mean to anyone who 

has been mean to me. 

139. I have a reputation as someone who is 

very practical and does not act on 
emotion. 


140. Faith provides my greatest sense of 

fulfilment and contentment. 

141. It ie easy for me to organize my thoughts 

while talking to someone. 

142. It has seemed at times as If my body wee 

melting into my surroundtogs. 

143. I usualy feel much more confident and 

energetic than moat people, even after 
minor Inessas or stress. 

144. I am strongly moved by sentimental 
appeals)(kke when ssked to help crippled 

145. I usualy push myself harder than moat 
people do because I want to do as wel 

aa I possibly can. 

146. ft takes me a long time to warm up to 

other people. 

147. I have so many faults that I don't Ike 

myself very much. 

148. I have too WSe time to look for tong-term 

solutions for my problems. 

149. I often wish for things that I don't have... 

150. I often cannot deal with problems because 

I just dont know what to do. 

151. I often wish I could stop the passage of 

time. 

152. I try with al my heart to understand and 
obey the moral ideals of universal 

love and harmony.. 

153. I hate to make decisions based only on 

my first impressions. 

154. I prefer spending money rather than 

saving it. 

155. I cannot get any comfort from ralglous 
preaching because no one realy knows 

what happens after we are dead.. 

156. I can usualy do a good job of stretching 

the truth to tel a funnier story or to play a 
joke on someone. 

157. Parts of my body occasional seem 

dead or unreal. 

156. I feel It is fooieh and impractical to strive 
for truth and harmony in al things. 

159. If I am embarrassed or humiatsd, I get 

over it very quickly. 

160. It is extremely dfltcult for me to adjust 

to changes in my usual way of doing 
things because I get so tense, tired, 
or worried. 
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161. When my work gom unnoticed, I become 

•ven more determined to succeed. 

162. I utuafty demand very good practical 

reasons before I am wing to changa 
my old ways of doing things. 


163 I naad a lot of help from other people to 
train me to have good habits.. 


164. I think that extra-sensory perception 
(ESP, Ike telepathy or precognition) is 
realty possible. 


165. The boundaries of my body always seem 

dear. 

166. I would ike to have warm and dose 

friends with me most of the time. 


167. I have so much to do most days that 
Idonl musty have time for 
contemplation or prayer. 


168. I nearly always stay relaxed and carefree, 
even when nearly everyone else is fearful. 

169. I find sad songs and movies pretty boring. 

170. I doubt that any supernatural power has 

ever helped me personally. 

171. Circumstances often force me to do 

things against mywfl. 


172. It is hard for me to tolerate people who 
are different from me. 


173. I am often described as a dreamer 
because I place moral ideals before 
practical considerations. 


174. I think that most things that are 
miradee are just chance. 


175. I would rather be kind than to get revenge 
when someone hurts me. 


176. I have sometimes had the feeing that 
one of my arms or legs is disconnected 
from the rest of my body. 


177 


I often become so fascinated with what 
rm doino that I get lost in the moment - 
Bke l*m detached from time and place.. 


>ed from time and place. 


176. 1 do not think I have a real sense of 
purpose for my Ife. 


179. I realy enjoy keeping busy 


180. I try to cooperate with others 
as possible. 


much 


181 


When I am in deep contemplation or 
prayer, I sometimes feel warmth and 

tingling fike a powerful current is 
flowing through my body. 


182. I cannot work with people who criticize 
me often. 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 


183. I often feel tense and worried in unfamiar 

situations, even when others feel there is 
no danger at al. 

184. I often folow my Instincts, hunches, or 
Intuition without thinking through al the 


165. I am often successful because of my 
ambition and hard wortc. 


166. Other people often think that I am too 
independent because I won't do what 
they want. 


187. I often feel a strong spiritual or emotional 


connection with 




people around me 


188. If reincarnation were true. It would explain 

tome unueual experience* I have had... 

189. K la utualy easy for me to Nee people who 

have dWerent values from me. 


190. Moral ideala are never an acceptable 
excuse for dbobeying the lawa of eodety 


• • 


191. I em good «t communicating my facings 
to others. 


192. Good haMs have become‘second 
nature* to me - they are automatic and 
spontaneous actions nearly al the time 


• • 


193. I donl mind the fed that other people often 
know more than I do about something... 


194. I utualy tty to imagine myaelf In other 

people * shoes*, to I can realy understand 
tham. 

195. I think I le fooleh to depend on super¬ 

natural guidance to understand the 
mysteries of If#. 


196. Prindplee ike fairness and honesty have 

Idle role in tome aspect! of my Ife. 

197. I am better at saving money than most 

people. 

198. I have felt that there were meesagee for 

me in the way thing* were arranged. Ike 
In a store window. 


199. The moral ideala within me IM my 
vrith awe and admiration. 


200. Even when moat people feel It is not 

insist on things bet 


important, I often insist on things being 
dona In a strict and orderly way. 


201. I am eager to start work on any assigned 

duty. 

202. I feel very confident and aura of myaetf in 




S3 




203. My friends find k hard to know my faalnge 
because 1 seldom tel them about my 
private thoughts. 


T 


T 


T 


T 


T 


T 


T 


T 


T 
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204. I have wondered whether the spirits of 
the dead can influence the living. 


205. I hate to change the way I do things, even 

if many people tel me there is a new and 
better way to do it. 

206. I think it is unwise to beleve in things that 

carmot be explained scientjflcaly. 

207. I am wiing to make many sacrifices to be 

• success. 


208. I fike to imagine my enemies suffering 


• • 


209. l am more envjptic and tire less quickly 


than most peo 


210. I Ike to pay dose attention to detale in 
everything Ido. 


211. I often stop what I am doing because I get 
worried, even when my friends tel me 
everything wi go wel. 


212. I am more stubborn than most people 


see 


213. I often wish I \ 

everyone else 


was more powerful than 


214. I usualy am free to choose what I w* do 

215. I make a warm personal connection with 

most people. 

216. Often I become so involved in what I am 
doing that I forget where I am for a whie. 

217. Members of a team rarely get their fair 

share. 

218. My confidence in the goodness and 
order throughout the universe gives me 
wonderful feelings of comfort and peace. 


219 


220 


Most of the time I would prefer to do 
something risky (Ike hang-gliding or 
parachute jumping) - rather than having 
to stay quiet and inactive for a few hours. 

Because I so often spend too much 
money on impulse, it is hard for me to 
save money - even for special plans 
ike a vacation. 


221. I don't go out of my way to please other 

people.. 

222. Sometimes I have to compromise my 

moral ideals in order to get a job done to 
my advantage. 


223. I am not shy with strangers at 


224. I often give in to the wishes of friends 

225. I often drag my heels a whie before 

starting any project. 


• « • 


T 


T 


T 


T 


T 


F 


T F 
T F 


T F 


F 


T F 


226. I spand moat of my time doing things 

that saam n actuary but not rtaly 
important to ma. 


227 


I don't think that raigioua or athicai 
principles about what m right and wrong 
should hava much influanca in businaas 
decisions. 


228. I am aura that whataver support and 


comfort I 
providad to ma. 




upport 

■Maya 




228 I oftan try to put aaida m 
so that I can battar unds 
people art experiencing 


my own 



whatothar 


230. Many of my habits make It hard for ma to 

accom pith worthwhla goals. 

231. I Ike to strive for bigger and better things. 

232. I hava mada raal parsonal sacrifice* in 
ordar to maka tha world a battar piaca - 

Kka trying to pravant war, povarty and 




233. I navar worry about terrible things that 
might happan in tha futura.. 


234. I hava had tha momantary faalng that my 
body has bacoma misshapen. 


235. I almost navar oat so excited that I lou 


control of 


aver gat 
myeaa.. 


236. I oftan give up a job If it takee much 

man I the 


longer 


I thought it would 


237. I iks other people to know that I realy 
care about them. 


238. I prefer to start conversations, rath* 
than waiting for others to talk to ma 




238. Most of tha time I quickly forgive anyone 
who does ma wrong. 


240. Whan I am truly at peace, my body fi 
warmth and tinging - ika I am being 
engulfed in a burning flame of love. 


241. mV KgSTn if# determined largely by 
influences outside my control. 


242. I hava sometimes sensed an evf presence 
around ma, although I could not aaa It — 

243. I prafer to wait for someone etea to taka 

tha lead in getting things dona. 


244. I usuaty respect tha opinions of others 


245. I ottan ask for supernatural for 
vioirting tha abaoluta ideals of 
harmony in si things. 



« » » 


for 




248 


I have had sxparisneea that mad# my role 
in if# so dear to ma that I felt very excited 

and happy. 


T 


T 


T 


T 
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247. It it fun for ma to buy things for myttlf. 

248. I bafievs that I havt axpariencad axtra- 

sensory perception myself.. 


250 


♦ • 


249. I have often been cafled an "eager beaveT 
because of my enthusiasm for hard work.. 


When I am in deep contemplation or 
prayer, I sometimes feel that I am 

directly connected to a supernatural 

source of love and peace. 


251. My behavior is strondy guided by 
goals that I have set for my kfe... 


252. It is usually foolish to promote the success 
of other people. 


253. I often wish I could live forever. 


254. When someone points out my mistakes, 
I work extra hard to correct them. 


255. I usually Ike to stay cool and detached 
from other people.. 


256. I am more fikety to cry at a sad movie 
than most people. 


257. I wi not let anything get In the way of my 

success. 

258. I recover more quickly than most people 

from minor Mnesses or stress. 


259. I often break rules and regulations when I 

think I can get away with It. 

260. I wonl give up what I am doing just 

because of a long run of unexpected 
failures. 

261. I need much more practice In developing 

good habits before I wtf be able to trust 
myself in many tempting situations. 


262. I wish other people dkinl talk 
as they do. 


much 


263. I would rather read a book than talk 
about my feelings with another person. 

264. Everyone should be treated with dgnty 

and respect even If they seem to be 
unimportant or bad. 


265. i ike to make quick decisions SO I can 

get on with what has to be done. 




266. I wish I had more control over everything. 

267. I ususfy have good luck in whatever I try 

to do. 

268. I am usually confident that I can easily do 

things that most people would consider 
dangerous (such as driving an automobie 
fast on a wet or icy road). 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 


269. I feel that there is a supernatural source 
of love and peace that often helps me in 
the way that is reaty needed. 


270. Sometimes when I look at things ike 
tablet and chairs, they teem strange 


■ • 


271. I Ik* to txplor* new ways to do thing* 


272 


circfe true; this a a vaftdtty tom 


♦ • * 


273. I enjoy saving money more than spendtog 

M on entertainment or thrite. 

274. IrtdMduaf rights ere more Important than 

the needs or any group. 

275. I have hod personal experiences In which 
t (oft in contact with a atone and wonderM 


I (ait in contact with 
spiritual powor 


276. Dishonesty only caueee probleme If you 


gatca 


natty 

ught 


277. I hava had momanla of gri 
•uddaniy had a dear. da*t 
onanaoa with al that exists 


of groat toy In 

IaaEaJI 
i wwwJf tvVRnQ 


In which I 
a or 


278. Good habits make K aaoiar lor ma to do 
thing* tha way I want. 


279. Most people seem more resourceful than 

lam. 

280. Othar paopla and condHiont art oftan to 

biamt for my problama. 


281. Whan I fal at something at tottl bacoma 
avan mort determined to do a better job. 


282. It givee me pieaeure to help 


givee 
they I 


have treated me foadty. 


283. I often feel Ike t am a part of the epMuai 


force on which al Ha 


i part oft 
depend* 


284. I am more etrongTy guided by practical 
considerations than by my moral ideate 


285. Even when I am wfth friends, I prefer not 
to ‘open up' very much. 

288. I usualy can stay‘on the go* al day 
without having to pu*h myself.. 


287. If something doesn't work aa I expected, 

I am more tkaiy to quit than to Keep going 
for a long time. 


288. i nearly 

betel before I make a decision, even 
whan other paopla demand a quick 
decision. 

289. I am not vary good at talking my way out 

of trouble whan i am caught doing 
something wrong. 


think about al the facts in 


290. I would rather be alone than deal with 
othar people's problems.. 


T 


T 

T 


T 


T 


T 


T 


F i 
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291. lam mora of a parfactionist than moat 

psopls. 


292. Whathar something ia right or wrong ia 
just a matter of opinion. 


293. I think my natural responses now are 

usuafty consistent with my principles and 
long-term goals. 

294. I befieve that al if# depends on soma 

spiritual order or power that cannot be 
completely explained. . 


295. I think I would stay confident and relaxed 
when meeting strangers, even if I were 
told they are angry at me. 

295. People find it stay to come to me for help, 
sympathy, and warm understanding.... 

297. I am slower than most people to pet 
excited about new ideas and activities— 


298. I want many things that I dont have 


299. I have trouble teffng a fie, even when it is 

meant to spare someone else's feelings.. 

300. I fike to be quick to respond to any request 

for work. 

301. I dont want to be more admired than 

everyone else. 


302 


Often when I look at an ordinary thing, 
something wonderful happens -1 get 
the feeing that I am seeing it fresh for 
the first time. 


303. Most people I know look out only for 

themselves, no matter who else gets hurt 

304. I usuafiy feel tense and worried when I 
have to do something new and unfamiar. 

305. I often push myself to the point of 

exhaustion or try to do mors than I realy 
can. 

305. Some people think I am too stingy or tight 
with my monay. 

307. When I fai to master something at first 
it becomes my personal chafienge to 
succeed . 


T 


F 


F 


! T F 


306. Reports of mystical experiences are 
probably Just wishful thinking. 


309. My wi power is too waak to ovtrcome 
vary strong temptations, avan VI know 
I wt auffar at a conaaquanca. 


310. I want to ba tha bast at avarything I do 


• • 


311. I hat* to ass anyone suffer 


312. I know what I want to do in my V*. 


313. ! raguiahy taka time to conaidar whathar 

what I am doing it right or wrong.. 

314. Thinga oftan go wrong for ma unfaaa I 

am vary caratul. 


31S. R ia aaay for othar paopia to gat doaa 

to ma arooOonaly. 


318. If I am 


If I am faaing upaat. I uaualy faai 
around friaoda than whan laft aiona. 


317. I don’t think R ia poaalbia for ona paraon 

to thara faainga with somaona atoa who 
hasn't had tha aama axpariancaa. 

318. R oftan a aa m a to othar paopia Ika I am in 
anothar world bacauaa I am ao compiataty 

unawara of thinga going on around ma.. 

310.1 with I wara battar looking than avaryona 


320. I hava lad a lot on thla quaattonnaira 


• • « 


321. I uaualy atay away from social aRu 
whars I would hava to mast afrangsra, 
svan »I am asaurad that thay w« m 




322. I lova tha blooming of Rowan in tha apring 
aa much aa ssaing an old Aland again... 

323. I Ika to do a job quickly and than vokintaar 

for mora. 

324. I uaualy look at a dRRcuR tkuaOon aa a 

chalangs or opportunity.. 


325. Paopia Involvad wRh ma hava to loam 
how to do thinga my way.. 


328. I cannot accapt thinga that art not dona 
axaedy right. 


m m mm* 


T 

T 

T 

T 


T 


T 


I 

T 


T 


T 


T 


T 


T 


« aa aa • * 











































Cigarette Smoking 


Please answer the following questions by circling "Yes" or "No. 


1. 

2 . 

3. 

4. 


Have you ever smoked cigarettes?. 

Have you smoked at least 100 cigarettes in your entire life (S pecks ■ 100 cigarettes)? . 

Have you ever smoked 1 or more cigarettes daily for a year or more?. 

Have you smoked any cigarettes during the past six months?. 



If you answered ‘ NO’ to question 3, please skip the rest of this section end go to the 
next section. If you ever smoked cigarettes dally for at least a year, please answer the 


5. 


questions below. 

# 

When smoking the heaviest how many cigarettes per day did you smoke on average? 
(check only one answer) 

_1. 10 or less (In* than 1/2 pack) 


2. 11 to 20 (1/2 to 1 pack) 

3. 21 to 30 (1 to 11/2 packs) 

4. 31 to 40 (1 1/2 to 2 packs) 

5. 41 or more (more than 2 packs) 


6 


When smoking daily, how soon after waking up did/do you smoke your first cigarette? 
(check only one answer) 

_1. immediately (within 5 minutes) 

2. within 6 to 30 minutes 


3. between 30 minutes and 1 hour 

4. after 1 hour 


Please answer the following questions by circling "Yes" or "No. 


8. When smoking daily, do/did you find It difficult to keep from smoking in places where 

it is forbidden (for example, non-smoking areas like at the movies or at work)?. 

9. When smoking daily, do/did you smoke more frequently during the first hours after 

waking than during the rest of the day?. 

10. When smoking daily, do/did you ever smoke when you were so HI that you had to stay 

in bed most ofthe day?. 

11. As a daily smoker, did you have to keep increasing the number of cigarettes you smoked 

in order to enjoy their effects?. 


YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 
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12. At times when you suddenly stopped dally smoking, did you feel so bad that you had trouble working or 
enjoying your usual activities? (circle YES or NO) 

9 

YES NO 

H you answered YES to Question 12, please check each of the following problems 

which occured when you stopped smoking. 

_1. feeling sed or depressed 

* 

_2. trouble sleeping 

__3. being easily irritated or angry 

_4. feeling arudous 

_5. Having difficulty concentrating 

_6. feeling restless or fidgety 

_7. having a slower heart rate 

_8. eating more or gaining weight 

_9. other problems 


Please answer the following questions by circling "Yes" or "No." 


13. As a daily smoker, have you found yourself smoking more than you intended? 


18 


14. Do you feel you were ever addicted to smoking cigarettes? 


15. Have you always been able to stop smoking when you want to? 


16. Have you ever gone to anyone for help to stop smoking? 


17. Have you ever used nicotine gum or skin patches to stop smoking? 


Have you ever been a regular chain-smoker? (By chain-smoking we mean c< 
cigarette smoking during a great part of the day, like people who usually light 


cigarette with the one they are now smoking) 


continuous 

ht up one 


19. When smoking daily, do/did you lose time from work because of smoking? 


20. When smoking daily, do/did you give up social or recreational activities where smoking 
is forbidden?. 


21. When smoking daily, does/did your desire for a cigarette ever disrupt the activities 

you were involved in?. 

22. Do/did you use tobacco despite a serious physical disorder that you think could be made 

worse by tobacco use?. 

23. Has a doctor ever told you that you had a health problem caused by smoking too much? 


YE8 

YES 

YES 

YES 




YES 

YES 


YES 


YES 


YES 

YES 


NO 

NO 

NO 

NO 

NO 


NO 

NO 


NO 


NO 


NO 

NO 


24. Since you started smoking daily, what is the longest time you have gone without smoking anything? 
(check only one answer) 

_1. Never gone without smoking 

_2. Less than a day 

_3. More than a day but less than a week 

_4. More than a week but less than a month 

_5. More than a month but less than a year 

_6. More than a year 
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Alcohol Consumption 


1. Have you avar drunk alcoholic beverages, such as beer, wine, wine coolers, or fiquor? (circle YES or NO) 

YES NO 


2. A drink of alcohol is one can or bottle of beer, 1 glass of wine, 1 can or bottle of wine cooler, or 1 shot of flquor. 
Have you had at least 100 drinks in your entire life? (circle YES or NO) 

YES NO 


3. What is the highest frequency that you drank alcohol during any period of 12 months (one year)? 
(check your highest frequency only) 

_1. Does not apply - never drank 


2. Less than one drinking occasion per month 

3. One drinking occasion per month 

4. At least one drinking occasion per week 

5. Drinking on most days of the week 

6. Drinking almost every day 


4. During your heaviest year of drinking, how many drinks would you consume, on average, during a 
drinking occasion? (check only one answer) 

_1. Does not apply - never drank 

_2. One drink per occasion 

_3. Two drinks per occasion 

_4. Three drinks per occasion 

_5. Four drinks per occasion 

_6. Five or more drinks per occasion 


5. During the pest year, was there any occasion that you had 5 or more drinks? (circle YES or NO) 

YES NO 


6. During the last six months, have you had at least one drink of any alcoholic beverage? (circle YES or NO) 

cn 

YES NO S 

vj 

<S> 

<s> 

00 

VO 

Ch 
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Below Is a list of questions about your use of alchohol. 

Please answer by circling “Yes” or “No." 


1. Do you feel you are a normal drinker? (By normal we mean you drink lesa than or at 

much as most other people.). 

a 

2. Does your wife, husband, a parent or other near relative ever worry or complain about 

your drinking?.. 

3. Do you ever feel guilty about your drinking?. 

4. Do friends or relatives think you are a normal drinker?. 

5. Are you able to stop drinking when you want to?. 

6. Have you ever attended a meeting of Alcoholics Anonymous?. 

7. Has drinking ever created problems between you and your wife, husband, a parent or 

other near relative. 

8. Have you ever gotten into trouble at work because of drinking?. 

9. Have you ever neglected your obligations, your family, or your work for two or more 

days in a row because you were drinking?. 

10. Have you ever gone to anyone for help about your drinking?. 

11. Have you ever been in a hospital because of drinking?. 

12. Have you ever been arrested for drunken driving, driving while intoxicated, or driving 

under the influence of alcoholic beverages?. 

13. Have you ever been arrested, even for a few hours, because of other drunken 

behavior?. 


YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

4 

NO 

YES 

• ks 
• el 

• 4 • 

NO 

• • i e 

YES 

4 * 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 


SMAST 
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Below is a list of the ways you might have fait or behaved. Plaasa 
circle 



■ 

i 

i 

i 


o 

Rarely or None 
of the Time 
(lea* than 1 day) 


1 

Soma or a Utte 
of the Tima 
(1-2 daya) 


2 

Occeetonaly or a 
Moderate Amount of Time 

04 daya) 


* 

a 

Moat or 
Al of the Time 
(5-7 daya) 


i 

« 

f 


I was bothered by things that usually donl bother me.. 

I did not feel like eating; my appetite was poor. 

3. I felt that I could not shake off the blues even with help 
from my family or friends. 

I felt that I was just as good as other people. 

I had trouble keeping my mind on what I was doing... 

I felt depressed.. 

1 felt that everything I did was an effort. 

I felt hopeful about the future. 

I thought my life had been a failure. 

10.1 felt fearful. 

11. My sleep was restless. 

12.1 was happy. 

13.1 talked less than usual. 

14.1 felt lonely. 

15. People were unfriendly. 

16.1 enjoyed Ufa. 

17.1 had crying spells. 

18.1 felt sad. 

18.1 felt that people dislike me. 


< a. 4 • 




• « 


• • e 


e . e » 


• ear 


20.1 could not get "going" 


CES-D Scale 
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Lifestyle Choices and Plans 


1. Do you think you could improve or protect your health by changes in any of the following lifestyle sreas? 
(check as many as apply) 

_1. Better weight control 


2. Healthier foods in diet 

3. More exercise 

4. Less tobacco smoking 

5. Less alcohol drinking 

6. Reduction of stress 

7. Getting long-term goals and values in better 
balance with interests and emotional needs 


2. Have you tried to make changes in any of these areas in the past? (check as many as apply) 

1. Better weight control 

2. Healthier foods in diet 


3. More exercise 

4. Less tobacco smoking 

5. Less alcohol drinking 

6. Reduction of stress 

7. Getting long-term goals and values in better 
balance with interests and emotional needs 


3. Have you been successful in fulfilling your intentions in any of these areas in the past? 


(check as many as apply) 


1. Better weight control 

2. Healthier foods in diet 

3. More exercise 

* 

4. Less tobacco smoking 

5. Less alcohol drinking 

6. Reduction of stress 

7. Getting long-term goals and values in better 
balance with interests and emotional needs 


s> 

CO 

>x> 
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4. Would you like to make improvements in any of the following lifestyle areas? 

(check as many as apply) 

_1. Better weight control 

_2. Healthier foods in diet 

_3. More exercise 

_4. Less tobacco smoking 

_5. Lees alcohol drinking 

_6. Reduction of stress 

_7. Getting long-term goals and values in better 

balance with interests and emotional needs 

5. Sometimes we all imagine goals that would be desirable, but that ara not practical or valuable enough for 
all the trouble they would be. For example, most people quickly find that resolutions Ihey make at the 
beginning of each new year are not practical. Considering your overall satisfaction with your current 
health and lifestyle, do vou think It is practical for vou to trv t o make changes in any of the following 
ereas in the near future? (check as many as apply) 

_1. Better weight control 

_2. Healthier foods In diet 

_3. More exercise 

_4. Less tobacco smoking 

_____ 5. Less alcohol drinking 

_6. Reduction of stress 

_7. Getting long-term goals and values in better 

balance with interests and emotional needs 

6. Even if you could make some improvements, you may prefer to continue as you have been doing. In which 

of the following aspects of your life have you made a definite decision to try to make Improvements as soon as 
possible? (check as many as apply) 

_1. Better weight control 

_2. Healthier foods In diet 

_3. More exercise 

_4. Less tobacco smoking 

_5. Less alcohol drinking 

_6. Reduction of stress 

_7. Getting long-term goals and values in better 

balance with interests and amotional needs 
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7. 


firmly convinced and certain that you are determined enough to succeed in improving in all the 
>u listed earlier? Please check below only those that you ars 

to change now. (check as many as apply) 




1. Better weight control 


2. Healthier foods in diet 

3. More exercise 


4. Less tobacco smoking 

5. Less alcohol drinking 

6. Reduction of stress 

7. Getting long-term goals and values in better 
balance with interests and emotional needs 


8. Have you already developed a detailed plan or program for change in which you have worked out the 
necessary steps or stages that will have to be accomplished between your starting point and your 
desired long term goals. You may have begun this program of change or be ready to atart now. Please 
check below only those areas in which you have a detailed plan and Improvement program t hat you have 
started or that you are ready to start (check as many as apply) 

_1. Better weight control 

_2. Healthier foods in diet 


3. More exercise 

4. Less tobacco smoking 


5. Less alcohol drinking 

6. Reduction of stress 



7. Getting long-term goals and values in better 
balance with interests and emotional needs 


THANK YOU! 

You have finished the questionnaire! 

Please fill out the required payment form on the next page. 


May we contact you again in the future to see how you are doing? If you say yes now, you may still decide not to 
participate in the future. If you say no now, we will not attempt to contact you again. We hope you will say yes. or at 
least maybe. 


1. Yes, I am definitely interested 

2. Maybe. You may contact me and 
I will decide then. 

3. No, I definitely do not want to be 
contacted again. 
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IMPORTANT 
:© this form t< 


regulations 


form be filled out to comply with 


If you would like to receive payment by check, mark check in the Form of Payment box. 
A check will be mailed to you in about two weeks. If you would rather receive cash, 
mark cash in the Form of Payment box. Cash can not be mailed to you; instead, you 
must call Cindy at 362*7071 to schedule an appointment to pick up your payment 

Please print your name, the date and your Social Security number dearly. If we cannot 
read your handwriting, we will not be able to pay you. Sign the form on the line above 
Redpient's Signature. Please check your address and make any necessary 
corrections. 

THANK YOU FOR PARTICIPATINGI 




Consent for 


Washington University School of Medicine 



This wilt serve to certify that _ is to be paid 

(pkM* print asm ckariy) 

for their voluntary participation in a research study for the Department of Psychiatry involving 

a confidential medical - psychiatric interview on / / 

(Dam) 

Any questions that I have about this procedure have been answered satisfactorily and I have been mforaed of 
my freedom to defer from answering any questions. 




Interviewer's Signature 

Social Security Number 

Principal Investigator's Signature (Required for A-21) 

Recipient's Signature 


C. Robert Cloninger, M«D, 

Principal Investigator's Name 


National Health Survey 

in 

L. a 

Grant or Study Name (Required for A-21) 

VI 


vj 

55081 

£> 


University Fund Number 


<S> 

VO 
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Thank you again for completing the original National Health Study. 


We are currently conducting a follow-up to 


National Health Study 


and appreciate your time in helping us with this follow-up. We think you 
win find this questionnaire about lifestyles and health interesting. 

Although some parts of the booklet are similar to the original booklet, 
many sections have changed. Each section is dearly marked and each 
is slightly different from the others. Please read carefully the directions 
at the beginning of each section. 


We would like you to fill out this questionnaire on your own, and we 
suggest you use a pencil in case you want to change an answer, but 
you may use a pen if you wish. Read the instructions and the questions 
carefully, but do not spend a lot of time deciding on the answers. There 
is no need to complete the questionnaire all at once, unless you want to. 


When you are finished, please return the questionnaire to Washington 
University School of Medidne in die endosed postage-paid envelope, or 
you may deliver it personally. 


If you have any questions about the study or would like to makean 


appointament to deliver the questionnaire, please calf Cynthia 
Whitehead at 314/362-7071. 


THANK YOU FOR YOUR HELPI 


J 


http 









FOR USE ONLY BY SCIENTIFICALLY SELECTED RESPONDENTS 

Participation in this study is voluntary. 

The information you provide will be treated as Strictly Confidential. 











Thank you for agreeing to participate in this important N 


Health Study 


There are five parte to this questionnaire, in addition to tome general 
information we would like you to provide. 


Each section is dearly marked and each is slightly 


111 * 


others. A brief description of the types of questions and instructions for 
completing them are at foe beginning of each section. Is 


WO would like you to fill out this questionnaire on your own, and we 
suggest you use a pendi in case you want to change an answer, but 
you may use a pen if you wish. Read the instructions and the questions 
carefully, but do not spend a lot of time deciding on 
is no need to complete the questionnaire ail at once, unless you want for 


When you 


finished, please return 


questionnaire to 


Washington University School of Medidne in the enctosed postage-paid 
envelope, or you may deliver It personally. 


If you have any questions about 


or 


•• 

■ * - • 


er 


questionnaire, p 


call Cynthia 

314f362-707t, 


at 


KYO 


http^/legacy.library.ucsf.edu/tid.’plr07a00;pdl 


A* 



















GENERAL INFORMATION 


• • • - - . • . 

This Section asks for some general information which will be helpful as we 

compile the data from this study. Please fill in the information below. If you 
are not sure of an exact answer, please give your best IlfiSiiiWIffill 


1. Toda/s date_/_/_ 2. Your Sex (circle): Female Male 

Month/ Day/ Year 

3. Ethnic Group (circle): Black White Hispanic Other_ 

(Please specify) 

4. Your Age:_ Date of Birth: / / 

Month/ Day/ Year 

Place of birth: _ _ _ 

City State Zip 

5. Your current marital status (Please circle appropriate letter) 



6. How many years have you lived with your present spouse/partner?_years 

7. How many times have you been married, including your present marriage?_times 

8. Your education (Please circle letter of highest educational level completed): 

Elementary School High School College 

0-7 Years 8 Years 1 -3 Years 4 Years 1-3 Years 4+ Years 

(A) (B) (C) (D) (E) (F) 

9. Your employment (Please circle appropriate letter): 


Student 

(A) 



Unemployed 

(C) 


Part-time Full-time 

(D) (E) 





















10. Your occupation, or former occupation, if not currently in paid employment (Please 
circle the number which best describes your occupation): 


A. 

Don't know 

H. 

Professional 

B. 

Does not apply, never employed 

1. 

Manager 

C. 

Clerical/salesperson 

J. 

Farmer-100 acres of land 

D. 

Craftsperson 

K. 

Farmer-over 100 acres 

E. 

Operative/skilled laborer 

L. 

Farm laborer 

F. 

Service Worker 

M. 

Other laborer 

G. 

Pa raprofess iona l/techn i ca 1 

N. 

Other 

11. 

Your religion (Please circle appropriate letter): 

(Please specify) 


Protestant 


Catholic 



Other 

Protestant 


Jewish 


Other 


None 


Prefer not 
to answer 


(A) 


(B) 


(C) 


(D) 


<E) 


<F) 


<G) 


12. Your church attendance (Please circle appropriate letter): 


More than 
once a week 

(A) 




Once or twice 
a month 

(C) 


A few times 

IM 

(D) 


Rarely 


(E) 


Never 

' (F) 



M 

vj 

<S> 

<S> 

<S> 

vj 












th 


irt 

rt 


t understand how to fill out this questionnaire. £ 



1. I oft«n try now things just for ton or thrills, 

evsn if most people think it Is a waste of 
time. 

2. I usually am confident that everything 

will go well, even in situations that worry 
most people. 


Whatever I realty need always seems to 
be provided, even if it is not what I 
wanted. 

I am often moved deeply by a fine speech 
or poetry. 

I often feel that I am the victim of 
circumstances. 


6. I am content to accept the failure of my 
best efforts. 


I can usually accept other people as they 
are. even when they are very different 


are, even 

from me 


l believe that miracles happen 


9. I am quick to volunteer when there Is 
something to be done. 


10. I enjoy getting revenge on people who 
hurt me.... 


11. Often when I am concentrating on 

something, I lose awareness of the 
passage of time. 


12. No job is too hard for me to do my best. 

13. Often I feel that my life has little purpose 

or meaning. 


14. I like to help find a solution to problems 
so that everyone comes out ahead... 


♦ • 


T 


T F 


T 


t F 


T F 


T 

T 


T F 
T F 


T 


T 


15. I am • vary ambitious parson 


16 


17. 


19 


20 . 


21 






24 






27. 


• 919 


• • • • 


T 


I could probably accomplish mora than I 
do. but I don't aa# tha point In pushing 
mysaif harder than is nacassary to gat 

by. 


I oft an foal tansa and worrtad in unfamiliar 
situations, avan whan othars faal thara is 
llttls to worry about. 


» i ■ 

a f 

T 


IS. Ptaasa eJrda trua. this Is a validity Kam. 


• • 


I oftan do things basad on how I faal at tha 
momant without thinking about how thay 
wars dona in tha past. 


T 


I usually do things my own way 
than giving In to tha wishat of othar 


flkAAnl a 

ptopt#. 


I oftan And mysaif tailing my intimata 
tealings to paopla I hava just mat.. 


T 




I oftan faal so connactad to tha paopla 
around ma that It la tika thara ia no 
separation batwaan us. 


ly don't like paopla who hava 

idaai from ma. 


I oftan wish that I didn't hava to suffar 

at much aa I do. 


In moat situations my natural rasponsts 
art basad on good habits that I hava 
davslopsd. 


I would do almost anything lagal In 
ordar to bacoma rich and famous, avan 

if I would loss tha trust of many old 
friends. 

I am contact to aecapt anything that I 
cannot change. 


in 


T F 


T 


cn 


<S> 













































28 

1 am much mora reserved and controlled 

8 

a 

% 

\ - a 


than most people. 

* T 

F i 
* 1 

29. 

i often have to stop whet 1 am doing 
because 1 start worrying about what 

* 

i 

A . 

▼ 

| 

I 

t ; 

\ T 
* 

a H 


might go wrong. 

F J 

30 

1 like to discuss my experiences and 
feelings openly with friends instead of 

a 

i 

1 



I 

A 


keeping them to myself. 

4 

It 

A 

F J 

31 

1 am usually eager to get going on any 

% 

f T 

t 

1 


job t have to do. 

F * 

32 

1 have less energy end get tired more 

w 

M 

9 

i 


quickly than most people. 

|T 

F I 

33. 

1 am often called "absent-minded 1 * because 

1 

1 

1 

I 

I get so wrapped up in what 1 am doing that 

• a a 

1 


1 lose track of everything else. 

|T 

f ; 

34. 

The harder a job is ths mors 1 iikt It. 

I T 

a 

F ! 

35. 

1 seldom feel free to choose whet 1 want to 

• 

l 

:*S 


do. 

» T 

I 

F ' 

( 

36. 

1 often consider another person's feelings 

1 

« 

F J 

A 


as much as my own. 

| T 

A 

37 

1 am often described as an underachiever. 

* T 

f 

9 

F • 

38 

Most of ths time 1 would prefer to do 

1 

A 

1 

A 

| 

something • little risky (like riding in an 

1 

1 

V 

• 

I 

automobile over steep hills and sharp 

i 

1 

I 

turns) rather then having to stay quiet end 

% 

F • 


inactive for a few hours. 

» T 

i 

39 

1 often avoid meeting strangers because 1 

w 

r 

1 


lack confidence with people 1 do not know. 

\ T 

F ! 

A 

40. 

1 would rather have many casual 

t 

i 

1 

I 

acquaintances rather then just a tew 




close friends. 

J T 

F J 

41 

1 like to please other people as much as 


i 

i 


1 can. 

! T 

F i 
| 

42 

1 like old "tried end true" ways of doing 

1 

1 

A 


things much better then trying "new end 
improved" ways. 

; r 

4h v 

a 

f ; 

• a ^A 

43 

Usually 1 am not able to do things 

1 

1 

• 

1 

1 

according to their priority of importance 

1 

; t 

1 

f ; 

1 

to me because of leek of time. 

44. 

1 often do things to help protect animals 

9 

\ T 



and plants from extinction. 

F i 

■ a 

45. 

1 wish 1 could perform miracles. 

t T 

F J 

46. 

1 often wish that 1 was smarter than 

9 


1 

everyone else. 

I T 

F ! 

47. 

it gives me pleasure to see my enemies 

V * 

: t 

w . ■-1 

• s 


suffer. 

F J 

48 

1 am happy only when 1 get whet 1 want... 

! T 

A 

F J 

l 

49. 

1 like to be very organized and set up 

1 

1 

1 

F • 

i 

i 

. j 


rules for people whenever 1 esn. 

' T 

i 

i 


SO. ft Is difficult for m# to kaap tha iimi 
intaraata for a tengtkna bacausa my 
attention often ahma to tomathino at 


S7 




to tomathino aita 


* • • 


SI. I am not tatitffad unlatt I am wortdng on 
tomathino... 


52. Rapaatad praetiea hat olvan ma oood 
habit* that ara atronjarthan most 
momantary impulaaa or ptrsuasion.. 


S3. I am utuaHy to datarmlnad that I oontinuad 
to work lono after othar paopla hava oivan 

«P. 


54. I Kka a chalianoa batter than aaty Job* 


• * • 


55. I am fascinated by the many things in lite 


that cannot ba 


1 by tha many things 
sdantlfteatty explain 




• t a ■ 


I hava many bad hablta that i with I could 
braak.. 


I often wait for aomaona alta to provida a 
tolution to my problamt. 


I oft an accompli th mora than paopla 
ao^actofma. 


50. I 


or oat 


r id monay until I run out of cath 
dabt from using too much credit 


60. I think I win have very good luck in the 

future. 


I open up quickly to othar paopla. oven if 
I don't know them wall. 


62. I recover mora elowty than mott paopla 
from minor illnesses or stress. 


63. It wouldn't bother ma to ba alone all tha 


64. Tha world would ba a batter place If no 
one ever suffered. 


65. Often I hava unexpected flashes of Insight 
or understanding while relaxing. 


06 . i don't care vary much whether other paopla 
Ilka mo or tha way I do things. 


67. I hava no complaints about my life. 


Ity try to gat lust what I want for 
because R (s not possible to satisfy 


i wsusfivtry to gsj 

myself because It 

evaryone anyway 


59. I hava no patisnes with psopls who dont 

^nnsnl ■teii iJaiam 

accept my views. 


70. I don't seam to understand most people 
vary wall. 


71. You don't hava to be dishonest to succeed 
in business. 


72. The saying "the early bird catches the 
worm* describes my attitude. 


T 


T 


T 


a 

T 


I 

F ! 

t 

F i 

* * 


f! 


I 

i 

I 

F ! 

f| 

I 

l 

F ' 

i 

i 


f; 

i 


T F! 


Fi 

i 

i 

FJ 

i 

i 

Fi 

. | 
F J 

t 

• 4 

F* 

f; 

i 

i 

F i 

t 


f: 


i 

.'J* 

F* 

i 

f! 

a 

I 

F« 

i 

i 


f; 


F* 
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73 


I sometimes feel so connected to nature 
that everything stems to ba part of on# 
Irving organism. 


74 


in conversations I am much better as a 
listener than as a talker. 


75 


76 


77. 


When my work Is criticized, I try harder to 
get it right. 

I lose my temper more quickly than most 
people... 

When I have to meet a group of strangers, 
am more shy than most people. 


1 T 

i 

i 

\ T 

! T 


T 


78. I love to 


at everything I do 


• • 


79. I am more sentimental than most people 


80. 


I seem to have a "sixth sense" that 
sometimes allows me to know what Is 
going to happen. 


81 


I would not be happy In a job where I did 
not communicate with other Deoole.... 


other people 


82 


When someone hurts me in any way. I 
usually try to get even.. 


83 


My attitudes are determined largely by 
influences outside my control. 


84 






Each day I try to take another step toward 
my goals. 

I often wish I was stronger than everyone 

else. 

I like to think about things for a long time 
before I make a decision. 


87 


Everything that has happened to me has 
been good for me in the long run. 


$ 

r ; 

> T 

l£S 

! T 

» 

I 

I T 

t 

l T 

• • 

fc-t:.. 

if 

t T 
| • 

| T 

f 

i 

». T 
r 

It 

I: v':-.-:: 


T 


T 


88. I am more hard-working than most people 


t m/- 
▼ • • • • • • 

;S:v 

* :• 

i 

; t 

l T 


• • v>/Xv'! 




I often need naps or extra rest periods 
because I get tired so easily. 




The suffering in my life has helped me to 
be humble. 


91. I like to be of service to others 


T 


92. Regardless of any temporary problem that 

I have to overcome. I always mink It wil 
turn out well. 

93. No matter how hard a job is. I like to get 

started quickly. 

94. It is hard for me to enjoy spending money 

on myself, even when I have saved plenty 
of money. 

95. I usually stay calm and secure in situations 

that most people would find physically 
dangerous. 

96. I often do my best work under difficult 

circumstances. . 


v . 


• • • • , 

• • • 

f m 


t.m-y.: 

# V,'*'// *• * 

( •-X :v : :• 

• * * \V. # . 

• • • • • • ■ 

i 

i 

i 

l T 

I • 


F ! 


T F 


F • 
F J 

;:j» 

F i 


M 

f* 


F | 

i 

F i 

% 

• • • 

F] 

• • • 

l 

• • 4 

f! 

| 

F J 

• • • 

i 

i 

F i 

i 


9 * ' ’ ■ ■ 

T F 


• a ▼ 

m* 

• • . « A 

. y ! 

I 

. • v 

<m 5 

. i 

v.V. 

f ; 

F I 

f 

*. i 
• • • 

f! 

• • • • • . • • 

- : l 

• s • 

>i 

V. . 

i 


T F| 


V ' * • I t f * • • • 

i I • • _ » - * * * 1 

< 


i 

i 

: && 


97. I lik* to keep my problems to myself. 

98. I donl mind discussing my personal 

E rotisms with psopls whom I hsvt 
nown briefly or slightly. 


* • • 


99. 1 am only satisfied when I do my best, 
even when other people donl notice. 


• • • • • 


100. I like to stay at horns bsttsr than to travel 
or explore new places. 


101 . I do not think it is smart to help weak 
people who cannot help themselves.. 

102. Warm friendships with other people are 

very important to me.. 


• e 


103. I cannot have any peace of mind if I treat 
other people unfairly, even if they are 
unfair to me. 


104. People will usually ted me how they feel 


105. I often wish I could stay young forever 


I « 9 


100. I am usually more upset than most people 

by the loss of a dose friend. 


107. I only want to be my natural self 


108 


Sometimes I have felt like I was pert of 
something with no limits or boundaries 
in time and space.. 


109. I sometimes foel a spiritual connection to 

other people that I cannot explain in 
words. 

110. I try to be considerate of other people’s 
feelings, even when they have been unfair 

to me in the past. 

111. Now I could calmly accept almost any 

change in life.. 


112. I Hka K when people can do whatever they 
want without strict rales and regulations.. 

113. I would probably stay relaxed and outgoing 

when meeting a group of strangers, even if 
I ware told they are unfriendly. 

114. I never volunteer for anything I donl have 

to do. 

115. Usually I am more worried than most 
peojitettat something might go wrong in 


116. I usually think about all the facts in detail 

before I make a decision.. 

117. I feel it Is more important to be sympathe 

•fid und*~*« r “< iiU * maaIa than I 


a important to be sympathetic 
nding of other people than to 
ind touoh-minded. 


be practical and tough-mln 


118. I often feel a strong sense of unity with all 

the things around me. 


119. I often quit working if people arant nice to 
me. 


T 


T 


T 


T 


Page 3 


51770 0910 



















































120 


121 

122 

123. 


124 


125 

125 


127 


128 


120 


130 

131 


132 


133 


134 


135 


136 


137. 

138. 


138. 




I often with I had apodal powtrt lika 

Superman. 

Other people control me too much. 

I am often described at an overachiever.. 

I like to there what I have learned with 
other people..... 

Religious experiences have helped me 
understand the real purpose of my life... 

I often learn a lot from people. 

Repeated practice has allowed me to 
become good at many things that help 
me to be successful. 

Everything is exactly as It should be right 
now. 

I am usually able to get other people to 
believe me, even when I know that what 
I am saying is exaggerated or untrue.... 

I need much extra rest support, or 
reassurance to recover from minor 

illnesses or stress. 

Insults realty hurt my pride. 

I know there are principles for living that 
no one can violate without suffering in 
the long run. 

I Pont want to be richer than everyone 
else. 

I like to go slow in starting work, even if 
it is easy to do. 

I would gladly risk my own life to make 
the world a better place. 

Even after thinking about something a 
long time. I have learned to trust my 
feelings more than my logical reasons... 

Sometimes I have felt my life was being 
directed by a spiritual force greeter than 

any human being. 

I am only effective doing work that I like. 

I usually enjoy being mean to anyone who 
has been mean to me.. . 

I have a reputation as someone who is 
very practical and does not act on 
emotion. 

I cannot work for people who don’t 
frequently tell me that they like what I 
am doing. 

It is easy for me to organize my thoughts 
while talking to someone.. 

I often react so strongly to unexpected 
news that I say or do things that I regret. 


143. I often gat stuck In a rut. doing something 

unsuccessful in the same wsy over and 
over.. 

144. I am strongly moved by sentimental 
ep^els^uke when asked to help crippled 

145. I usually push myself harder than most 

people do baesus# i want to do as wall 
as I possibly can. 


146. It takss ma a long tima to warm up to 
other people. 


147. I have so many faults that I don't lika 
mysalf vary much. 


146. I htva too litUa tima to look for long-term 
solutions tor my problems. 


148. I often wish for things that I don't have 


* • * 


150. I often cannot deal with problems because 
I just don’t know what to do. 

151 I often wish I could stop the passage of 
tima. 

152. Now I am at thankful for my failures as 
for my successes. 


153. I hate to make decisions based only on 

my first Impressions. 


154. I prefor spending money rather than 

saving It. 


155. I prefer to let other people do my work 
if I can. 


156. I can usually do a good job of stretching 

tell a 


the truth to tall a funnier story or to play a 
joke on someone. 


157. Evan after thara are problems in a 
friendship, I nearly always try to keep It 
going anyway. 




• • » ♦ 


156. Even when unexpected problems occur. 
I keep trying to get the job done right.. 

159. If I am embarrassed or humiliated. I get 
over it very quickly. 




160. It is extremely difficult for me to adjust to 



because I get so tense, bred, or worried 


161. When my work goes unnoticed. I become 

even more determined to succeed. 

162. I usually demand vary good practical 
reasons before I am willing to change 


my old ways of doing things 


163. I need a lot of help from other people to 
train me to haw good habits. 






164. I think that axtra-aanaory perception 
(ESP, lika telepathy or procognition) it 
rtolly possible. 


T F 


T f 


T F 


T F 


T F 


T F 
T F 


T F 


T F 


T F 


T F 


T F 


T F 


T F 


T F 



F 


I F 


T F 


T F 


T F 


T F 


T F 
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165. If I am utad to doing aomathing a cartain 
way, it is hard to <juit avan whan it no 


longar is succassful 


166. I would lika to hava warm and dosa 
friends with ms most of tha time.. 


keep trying tha sama thing over 
ar again, avan whan I hava not 
uch success in a long time_ 


168. I nearly always stsy relaxed and carefree, 
even when nearly everyone else 4s fearful 

169. I find sad songs and movies pretty boring 

170: I always try to great people, avan 

strangers, with a friendly smile. 


171. Circumstances often force me to do 
things against my wiH. 


172. It is hard for me to tolerate people who 
are different from me. 


173. I feel that the universe is unfolding Just 
as it should. 


174. I think that most things that ere called 
miracles are just chance. 


175. I would rather be kind than to get revenge 

when someone hurts me. 

176. I am usually peaceful because I don't want 

much. 

177. I often become so fascinated with what 

l*m doing that I get lost in the moment - like 
I'm detached from time and place. 

176. I do not think I have a reel sense of 

purpose fbr my life. 


179. I really enjoy keeping busy 


180. I try to cooperate with others as much 
as possible. 


181. I am satisfied with my accomplishments, 
and have little desire to do better. 




182. I cannot work with people who criticize 
me often. 


183. I often fbel tense and worried In unfamiliar 

situations, even when others fbel there is 
no danger at all. 

184. I often follow my instincts, hunches, or 

>utt 


intuition witho< 
details.... 


thinking through all the 


185. I am often successful because of my 
ambition and hard work.. 


186. Other people often think that I am too 
independent because I wont do what 
they want. 


T F 


T F 


T F 


T F 
T F 


T F 


T P 


T F 


T F 


T F 


T P 


T F 


T F 


T F 
T F 


T 


• • • 

T 


F 


F 


T F 


T F 


T F 


T F 


T F 


187. I often teal a strong spiritual or emotional 
connection with m the people around me. 

188. Once I make up my mind about something, 

it ia very difficult to get me to change._ 

189. It is usually sasy for me to like people who 

have different value* from me.. 

190. I try to do aa little work aa poaaible. even 

when other people expect more of me_ 

191. I em good at communicating my feelinga 

to othera. 

192. Good habits hava become 'second 
nature" to mo - they ere automatic end 
spontaneous actions nearly an the time.. 

193. I don't mind the foot that other people often 
know more then I do about something... 

194. I usually try to tmegino myself Tn other 
geopie's shoes*, to I con really understand 

195. I try to maka sura that things wilt turn out 

aa planned. 

196. Principles Ike fairness and honesty have 

little role In some aspects of my llle. 

197. I am better at saving money than most 

196. I ask for Httle end refuse Nttle. 

199. I seldom M myself get upaet or frustrated: 

whan things don't work out. I simply move 
on to other ectMttee. 

200. Evan when most people feel It Is not 

important, I often insist on things being 
done In a strict and orderly way. 

201. t am eager to start work on any assigned 

duty.. 

202. I foal very confidant and sura of myself in 

almost all social situations.. 

203. 

because I seldom ted them about my 

private thoughts. 

204. I only work wall whan I gat a lot of praise 

206. I hate to change the way I do things, even 
If many people ted me there It a new and 

batter way to do It. 

206. I think ft is unwise to believe in things that 

cannot bo explained scientifically. 

207. I am wtftlng to make many sacrifices to be 

8 IUOCHI... 

200. I Hketo Imagine my ene m ies suffering.. 

209. I am more energetic and tire less quickly 
than most people. 
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213 


215 


216 


217 


218 


220 


221 


226 


I likt to pay dot# stt 
everything I do. 


todatailaln 


• • * 


• • i 


i oftan stop what I am doing bacausa I gat 
worried, avan whan my friends tali ma 
avarything will go wall. 


212. I am mora stubborn than most people. 


• • 


I oftan wish I was mora powerful than 
avaryona aisa.. 


;t 

» # 

. t 

; t 

It 

I 

% 

! T 


I maka a warm parsonal connection with 
most paopia. 


Oftan I bacoma so involved in what t am 
doing that I forgot whara I am for a while 


Mambars of a taam raraly gat thalr fair 
shara. 

I wish tha world was a battar piaca than 
it is. 


218. Most of tha tima I would prefer to do 
somathing risky (lika hang-gliding or 
parachuta jumping) - rathar than having 
to stay quiat and Inactive for a faw hours.. 


Bacausa I so oftan spand too much 
monay on impulsa, it is hard for ms to 
savt monay - avan for spsdal plans 
lika a vacation. 


I dont go out of my way to plaasa othar 
people. 

I am oftan upsat about tha way I havs 
bsan traatao. 


223. I am not shy with strangsrs at all 


224. I oftan giva in to tha wfshas of frisnds. 


I oftan drag my haals a whila 
starting any projsct. 


• • • 




I spand most of my tima doing things 
that ssam nacassary but not rosily 
important to ma.. 
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227. 


1 don't think that rsligious or sthical 
principles about what is right and wrong 

should hav# much influsnc# In butinsss 
decisions. 


228. Whan things don't work out at first I am 
determined to work hardsr rathsr than to 
quit. 


228 


I oftan try to put asids my own judgmsnts 
so that I can battar undarstand what othar 

people ere experiencing. 


230 


Many of my habits maka it hard for ma to 
accomplish worthwhile goals ..... 


231. I lika to strive for biggsr and battar things 
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214. I usually am frsa to chooss what I wW do. [ T F 
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I have made raftl personal sacrifices In 

order to make the world a batter piaee • 
Watting to prevent war, poverty and 


I T 






235. 


I never worry about terrible things that | 
might happan In tha Mura.{ T 

I oftan a uc o aad because of my readiness » 
to ehanga with tha timaa.• T 

I almost never get so excited that I lose ! 




or gat 

yseff., 




237. 


I oftan give up a job If It takas much < 
longer man I thought It would.‘ T 

I Ike othar paopia to know that I really | 

them. 


about 




239 


I prefer to start conversations, rather * 
than waiting for others to talk to me.J T 

W v 

Moat of tha tima I quickly forglva anyone J 

who doat ma wrong.T 


240. I uauatly feel that avarything la right in tha • 


IT F 


241 


My actiona ara determined largaiy by J 
influences outalda my control.. f t 


242. 


I oftan hava to ehanga my decisions 
bacauaa I had a wrong hunch or mia 
first Improaaion.. 






• * a • t ■ it 


•• • * 






243. I prafar to wait for aomoona alM to taka 


tha lead in getting thlnga dona 


244. 

245 

245. 


I usually respect tha opinions of other* .. .J T 
My reputation la vary important to ma.* T 


I have had experiences that made my roie 
In ttfa ao dear to ma that I IM vary excited 
and happy.. 


i 

i 

. . . 

* ff 
r :&■ 


247. K la fon for me to buy things for myself 


• * • 




I bailavathat I have experienced extra¬ 
sensory perception myaaif.. 


jjfy< 
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I: ;T 

mz 

• a • a • ft 
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251 


I hava often bean caned an "eager beaver" , 
baeauM of my enthusiasm for hard work.. ■ 

i 

I believe that my brain is not working | 
properly..J 

My behavior is strongly guided by certain i 
goals that I hava sat for my life.i 




It is usually foolish to promote tha success i 
of othar paopia. J T 

253. I oftan wish I could Hva forever..i T 

Whan someone points out my mistakes, J 
I work sMtra hard to correct them.' T 




I usually Uks to stay cooi and detached 
from other oeoole. 
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• • • a 


T F 


ft 

F i 
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I am mora likaly to cry at a tad movta 

than moat people. 


257. I will not let Anything get in the wey of my 

succast. 


264 




• • 




• • 


racovar mora quickly than moat paopla 
rom minor illnaaaaa or atraai. 




259. I oftan braak rulaa and ragulatlona whan I 


think I can gat away with 




• • • • 


260. I wont giva up what I am doing just 
bacausa of a long run of una>$actad 

failuraa. 


261. I naad much mora pracbca in davaloping 
good habits bafora I will ba • We to trust 
mysatf in many tampting situations. 


262. I wish othar paopla didnl talk as much 
as thay do. 


263. I would rathar raad a book than talk 
about my faalings with anothar parson. 


Evaryona should ba traatad with dignity 
and raspac*. avan if thay saam to ba 
unimportant or bad. 


265. I lika to maka quick dacisions so I can 
gat on with what has to ba dona. 


• • 


266. I wish I had mora control ovsr everything 


267. I usually have good luck In whatever I try 
to do. 


I am usually confidant that I can easily do 
things that most paopla would consider 
dangerous (such as driving an automobile 
fast on a wet or icy road). 


269. I am usually thankful, avan whan I dont 
gat what I asked for. 


270. I sea no point in continuing to work on 
something unless there is a good chance 
of success. 




271. I lika to explore new ways to do things. 


• • 


272. Pleas# circle true; this is a validity Item 


273. I enjoy saving money more than spending 
it on entertainment or thrills. 


274. Individual rights are more important than 
the needs of any group..... 




275. I have had personal experiences In which 
I felt in contact with a divine and wonderful 
spiritual power. 


276. No assignment Is so hard that I am not 
eager to try my best. 




277. I have had moments of greet joy in which I 


suddenly had a dear, deep 
oneness with all that exists 


of greet joy 
. deep feelii 
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27a 


Good heWts make ft easier for me to do 

things the way I want. 




Most people seam more reeourceM than 
lam. 


F i 

I 

B 

f • : i 


T F 




Other people and conditions are often to 
Mama for my problems. 




When l fal at something at first I 


even mora determined 


ng at first, 
d to do a I 


b • 

• • e e 

|. • ‘w-- 
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F ! 

I 

F t 


better job.. J T F 


282. 


It gives me pleasure to help others, 
if they have treated me badly. 






I oftan foal Ike I am a port of the spiritual 

nn aM life «(aiuuu4b 

wfwi On wmen mm NIP OOp 00(71. .. 


i T 

s* e • • . 

I : > 


f ! 
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I am more concerned with enjoying the 


f- 


present 


moment - rather than 


anjoyingtha 
ban working 


for 


*:«i 

! T 


Even wrfwn I am with friends. I prefer not 

to "open up" very much.. 




I usually can stay "on the go* aN day 
without having to push myself..... 


7. 


If something doeeni work as I expected, 

I am more skeiy to quit than to keep going 


' T 

l;;. 




forelongtime. 




• • • 


ppiii 




I nearly alwa ys think about a» the facts in 

detail before 1 mike i riidalnn even 


a > a a * see .1 * ♦ 


when other daooIa demand a ouiok 





I am not vary good at talking my way out • :::' 
of trouble amen I am caught doing [ 
something wrong..J T 

I would rather be stone then deal with S 
other people's problems.i T 




291. I am mors of a perfectionist then moat 
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WhAther Aomithlnq is right or wrong It 
iust a matter of ooWon........... 
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293. I think my natural reeponsee now are 

usually consistent with my prindpiee and 


long-form goals 


: I 

F » 

r .v.v 

» • e e** r 
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• • s t v « r 


294. I believa that all HfS depends on some 
spiritual order or power that cannot be 
completely effliihed.... 

wwniinAwi wwwn • •••••••••••! 


295. I like to know exactly how things have 
been arranged.. 


F 

F 


it F ' 


295. I think I would stay confident and relaxed 
when meeting stringers, even If I were 
told they are angry at me. 


• « t t 


297. People find N easy to eome to me for help, 

sympathy, and warm understanding. 
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I am siowar than most people to gat 

about now ideas end actMtt 
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299. I want many things that I don't have 


300. I havs troubla tailing a lia, avan whan it is 

maant to spara somaona aisa's feelings. 

301. Thars ara soma paopia I don't like. 


T 


T 

T 


302. I lika to ba quick to raspond to any raquaat i 

for work .J T 

303. i don't want to ba mora admirad than } 

avaryona aisa.* T 


304 


Oft an whan I look at an ordinary thing, 
something wondarful happans -1 gat 
tha faaiing that I am saamg it trash for 
tha first tima. 


305. I usually mast paopia I lika wharavar I go. 

306. Most paopia I know look out only for 
themselves, no mattar who aisa gats hurt 

307. I usually foal tansa and worried whan I 
hava to do somsthing new and unfamiliar. 


308. loftanpushmysaiftothapointof 
exhaustion or try to do mora than I 
can. 


»y 


309. Soma paopia think I am too stingy or tight 
with my monay. 


310. Whan I foil to mastar something at first 
it becomes my personal challenge to 
succeed . 


311. Reports of mystical experiences ara 
probably just wishful thinking. 


312. My will power is too weak to overcome 
very strong temptations, even if 1 know 
I will suffer as a consequence. 


313. I want to ba the best at everything I do 


314. I hate to see anyone suffer 


315. I know what I want to do in my Ufa. 


316. I believe that compromise is the surest 
way to success. 


317. I regularly taka time to consider whether 
what I am doing is right or wrong. 


318 


319 
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T 


T 


T 


T 
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T 

T 
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Things often oo wrong for me unless I * 

am very cereM.i T 

i 

It is easy for other people to get dose 1 
to me emotionally.} T 
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320. If I am fooling upset I usus 
•round (Hands Shan whan k 


than whan lad a Iona. 


illy faei b< 
left alone. 


» • 


321. I dont think it la possible for ona parson 
to ahara feelings whh aomaona aba who 


hasn’t had tha sama aocpariancaa 


• * • * 


322. I Uka surprises 


323. It oflan aaams to othar paopia lika I am in 
anothar world bacauaa lam to oomplataly 

unawara of things going on around ma.. 

324. I wish I wars battar looking than avaryona 

aisa. 


32S. I hava Nad a lot on this questionnaire 


• • • 


T 


T 


T 


320. My paraonal wants and dlalikaa ara raally i 
unimportant.r T 


327 


lutuaR) 
wheral 
avan If I 
friendly. 



■way from aoctel situate 
hava to moot strangers, 
aaaurad that thay will ba 


328. I lova tha blooming offlowars In tha spring 
at much as aaaing an old IHand again... 


329. I Uka to do a Job quickly and than volunteer 

for mora.. 

330. I usually look at a difficult situation as a 

chaltanga or opportunity. 


331. Paopia krvoivsd with ma hava to Isam 
how to do things my way. 


332. I cannot aoospt things that ara not dona 

awetiy right. 




T 


T 


T 


Dishonesty only causes probiamt If you e ^ 


334. lusua 


I usually feel much mora confidant and 
energetic than most paopia, even altar 
minor Hlnassas or stress. 


335. I lika to read everything whan I am asked 
to sign any papers. 


336. Whan nothing new is happening, I usually 
•tart looking »r something (hatTs thrilling > 


•tart looking 
or smiting. 


T 


T 


337. I am usualy abia to And something I hava 

in common with other paopia.. 


338. Sometimes I got upset 


339. Occasionally I talk about paopia behind 
their backs. 
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T F i 


T F i 
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Section 2 


These Hems consist of words and phrases that people sometimes use to 
describe their behavior, attitudes, and other personal characteristics. Try 



just how you are feeling right now . 


, not 


Please answer every question carefully — even if you are not completely sure which answer 
is right for you. 

4 

For each item choose from one of the following four answers: 


< T 

* Try* 


t 

Probebly 
True or 
MoeOy 
True 
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I 
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m m m. m m'-m 
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Prouwy 

Morty 
Fafs# 
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NiM 
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So, if the item is definitely true for you, then circle the T* like this: 




'X* 






If the item is probably or mostly true (more true than false), then you would drde T like 


this: 


I 
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‘Deftntety 


*•; WFVy. >y-yy.' 


V B * 






A?J 4 * .• 






I. Dependable, reliable. 

Lose sleep over worries. 

Do things that surprise and puzzle people 

4. Cheerful, sunny disposition. 

5. Not easily upset. 

6. Talented, gifted. . 

7. Don't talk much, uncommunicative. 

Prone to have bed dreams. 

9. Conventional. . 

10. Do things on the spur of the moment_ 

II. Exceptional, special. 
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• .a . . .... a. a • • .••••••ea»e. A 
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• '.V,* • * "a* * 
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a * t « 
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a « a • a 




• » * ■ 
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a .a 


a a . 
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V> •. 


• a 


• •••#•• a a . a. • . a • a*. 

a « aa .a • • a • . • • . .... • • ...... 

• aaa • • aa*. a....a.. a. a 

• • a»* • • a • . a »«a • .... a a a . a . . I 

I a * ........ a. • . .. . . .a. a . a . . 

• *aa.i .a.taa.a .... ...... a. .... . . ■ 

• •••a ••.«•••. a aa • ... a*., aaa.. . • 

• a • • a ... a. . • . a t * .8 .a 

.8. . .aa .a. .a .a .a ...... . . a . . , 

• • • • • • a • • a • . a • • a .. . e • . a . a • . . . . a . . 

a • • • a • a . a . a a a * a 

. a a a k a . .......... aaa 

• • a a a • a a a a • a 

• a .aaa V .* . a • a .V 

’ • * • ........ ..as. a... . .....%. a. a 

*a‘** .*/.•.•/ * •.*.•. a^K . T a*.* * 

• a • # a • • • • • t . . • a . ... . • a • • • 

a...... . a i . . a . 1*0 a * 

• a.* • *.a • a a. •• • . • .......... 

• • «|.....»ta • • . a • •■.•••*. «a a. 

a a . a a • • • • • • • • » ...... a . a ...... a.. •• ... 

•a.. «.«••. a. .a • a a . . a .a ..a aa .aa. 

••*. I t • . a . . . • . a • . a *aa«aa..a aa * • t • • 

• a a a . . a a a • a a «##e«a.aa .. .a ... a . 
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12. Considerate, gentle. 

13. Warm, friendly. 

14. Dangerous to others, harmful 

15. Naively enthusiastic.. 


• • 


• • 
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Others think I am quarrelsome and • 

contentious.{ 

Quiet.;.| 

i 

Careful and thorough in making decisions, ■ 
deliberate.' 

Laugh easily.! | 

Sophisticated.! 

Reserved, distant.f 

• • • • • 

Agreeable, willing to accommodate.J 

Relaxed, low-key.i 

i 

Often feel guilty for no reason.< 

Do not use my imagination much.J 

Dislike it when people use foul language_ J - 

Make H a point to be logical and reasonable .1 
Get along with almost everyone.! 

Feel used by others.! 

1 

Important, significant. 1 

Bullying, threatening.J 

Elegant, refined.J 

• ' • 

Easy on othars. Ionian!.■ 

Hava soma rathar wiki klaas.p i 

a.-.-.-.*.*.*.* 

w • • • • 

Fair-minded, just...ff| 

j| Wi/V 

Flawless, no real shortcomings.• 

Rather put up a fight than make a J 

concession.J 

Average, unremarkable.S 

I 

Disgusting, sickening...j 

Consistent, predictable.J 

Strong, forceful.J 

Easily startled.j 

Lively, animated. J 

Stupid.j 

w 

Often irritated by minor setbacks. \ 

I 

Of high quality.\ 


True 
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47. Want my family and Mends to be watt- 
behaved at parties and other social events. 


w 

48. Often feel betrayed by others.... 

♦ 

49. Do not like to have detailed plana. 

50. Tough, uncompromising. 


51. Talkative. 

52. Like things to be a bit disorganized and 

chaotic. 

53. Prefer to be alone. 

54. Deserve respect and recognition. 


55. Playful. 

50. Unselfish, generous. 


57. Skilled, highly qualified. 

58. Apt to give in to avoid a disagreement.. 


59. Can put worries out of my mind 
80. Sociable, gregarious. 


81. Deliver what I promise. 

82. Vicious, nasty. 


83. Have a natural 

positions of a 


il respect for people in 
uthortty... 


64. Carefree, lighthearted 


Do not like a lot of people.. 


Bothered by painful memories. 

Do things in an orderly and systematic 
manner.. 

68. Noble. 

89. Often jumpy and Jittery. 

70. Unyielding, unbending. 

71. Curious, inquisitive. 

72. Deserve to be disliked. 


73. Hold traditional values and beliefs 
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, sb °s?i 

» : Motlty W(M% -di 

• Tnw i 

r :'f :' ; v:"- v-' x-s:’' v V :V-: " 

74. Awful, terrible. 

P ’ • • V* •.•**.• .... • . ."•*»"» • *• ** '.^.We*.’.''• .*.'/ . • » - - - - ' r • * *. •* * * 

w . . . _ _• •_» * * * ..... . ..* • • »• - • -... . • rim • • • «» ■ ■ » 

t *‘*.. • •.••• v . .*.• ,• < >;• >;• ; .•> ; .,!. v. v .viviv.- iv.tff 

-. . *• .’ •- . .%•. • • * e\ .* . .W.V V.*.’ • •.* .W.V V.V V-‘ -V.V \ -V7.V.V • •- Ve /V *ViV«p\ 

75. Interested In others. 

(f: .. >■;>... f : - : >* 

76. Stubborn, obstinate.I t I f ¥ 1 

I ' :' ' ^ ! 1 

• • ..... . .%.... . ••• •• • • • • • ^ % 

77. An ordinary, everyday person.j T t I F { 

I: :.J : » 

76. Quick to feel embarrassed over small • J 

mistakes.[g -MiK * |:: : i F J 

79. Wicked, evil.Jl::/S; ■• MmM- : F :; :S| 

I •• • . •. .*.•••.' v. jv.v.v<- .‘v -v... .v. .v.v.v,' v. \ ■- •••• •: 

• tie.. • • * •••••••» « • % • • • • • ... I • . ... . 

80. Get Into arguments, argumentative.}■■■'"■IT F i 

81. Have wide-ranging Interests. 

• • • • • • • • • • • ... • • • ’ • • • • « f * • » • • • ■ e / • • •••••• • • *•» * • • ... •• it •• i|/ 

82. Vigorous, energetic. 5 ? r: 

• •• ‘ " if ?' : : U. •’ • W 

83. Oeserve to be admired.{ T I f F 1 

• * 

84. Easily deceived, misled.J T t t F J 

I « 

85. Influential, have status.» T t f F • 

w ....... .... .... .,. . v • • . v. . .• .• • . • • 

I • • . 

“ :* .. v..;. . .* . ...- . • 

Sarcastic, scornful #••«*•»»»•••••»»•»'•! : : 

• •• • 0 m . 0 «••••••. •••*«• • » a • • • . e . « • • ••• • I • A 

A ’ \ .*.*•. eV.'e-. .V V.'.V#V. .* •.*. *. •*. . . .We*.* * ■ 

S; •. . • .• • • • v/.;. 1 *.• •• p 

87. Peppy, spirited.J T 

■ ...... v.*.y:.v.*.* •- •• 

88. High-ranking, powerful. SPSWIHIBPSSSl] 

• • • • • •••• • • .... ••• %0 . 1 ,e ••fc • • • •«••• • 

• * " "**# * |*e* (*.*, #* , • .*,• "• ,* *,*, ".*•*•*•*.*» *•*« * * *. * * • * *# *•" * mm* V 

89. Imaginative, creative.! T " - P ! 

f • . r : ’ •• : • •’ ; | 

90. Rough, violent.j T I f F J 

91. Do not worry about little things.! T t f F • 

1 ' 

92. Without equal, matchless.J T t f F ' 

93. Do not hide my views, will speak out. 

" ' • . 

94. Disciplined, self-controlled.PH t 

95. Different, unlike others. 

■ .*.* . . v. ,v.v.v>.%v»v-^«wX-!vJv-v. v .-.v •. 

^ • • • • * •••••••sees. eVs |/t |»4e e'e’e • ...... • • • • •% t aV. « ► • • • • • ♦ 

96. Don’t like to complain about poor service 

or treatment.• T t f F ! 

1 

97. Steadfast, firm.{ T f f F 1 

1 1 

98. Feelings are easily hurt.• T t f F J 

99. Insane, crazy.} T t f F 1 

1 « 

100. Straightforward, forthright.• T t J 

101. Progressive, favor social reform.| T t f ^F ! 

* :;*-**: : . m ±y : ; ... :/ -v;::-- . : x.. : ./ • -j 

102. Deceitful, two-faced.\ • T t I F / 
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/ T t 

» Definitely Probably 
i Try* Tru* or 


103. Keep belongings neat and tidy.J 


104. Politically radical, hold revolutionary 
views... 


105. Prompt, punctual, get things done on 
time. 


106. Don't let many things bother or frustrate 
me. 


107. Cautious, circumspect. 1 


108. Often find myself on the other side of an 
argument.. 


109. Believe that strict discipline at home 
would prevent most of the crime in 
society today. 


110. Deserve disapproval.• 


111. Stay calm in an emergency.. 


112. Affectionate, loving 


113. Quick to blame myself 


114. Odd, peculiar.! 


115. Don't show feelings, undemonstrative 


116. Impressive, remarkable 


117. Headstrong, willful 


118. Unusual, unconventional.J 


119. Decent.i 

I 


120. Like to please others..t 


121. Excellent, first-rate.J 


122. Want to have a good reputation in my 
community. 


123. Dislike arguments and conflict.■ 


124. Prone to feel threatened and helpless.[ 


125. Welt-organized.J 


126. Deserve to be hated.» 


127. Like to improvise, "play things by ear'-J 


128. Humorless, dry 


T 


T 


f 


• « 

T 


T 


T 


T 


T 


T 


T 


T 


I 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 


T 








F N 

Deftntely 

False 


F 


F 


F 


F 


F 


F 


F 


F 


F 


F 


F 


• • 


F 


F 


F. 


F 


F 


F 


F 


F 


F 


F 


F / 
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.♦ \ 


129. Nervous, high-strung.{ 

I. 

130. Dutiful, carry out obligations.* 

131. Cruel, mean.! 

132. Believe that most parents are too ! 

permissive, let their children get , 

away with too much.» 

133. Do not trust a lot of people. \ 

I 

134. Outstanding, superior.| 

i 

135. Like to do things by the rules.» 


• •« • 


• < 


• • 




‘ 9 


* - 




- v .* v« 


• - 




4 • 


» 4 




136. Uninterested In others, indifferent 


4 • 


137. Often feel sorry for myself.j 


B • • 


e-e W 4 


136. Immoral 


139. Thrifty, frugal. \ 

140. Strange.{ 

141. Quickly get over an embarrassing ! 

experience.> 


• * • 


142. Spontaneous, impulsive 


143. Depraved, perverted 






•y-s 




• e 


144. Try to avoid difficulties with other people.. .*# | T 

« * •! .* y. !■!•/!•! I'M !• 

* W* 4 • • • « • . 

145. LBced, popular 


-.w.' vii 

• *•••• • 4J 


• e 


6 • * 


• * • 


4 * • 


• a • • 


♦ 444 






4 4 4 4 


146. Easily manipulated by others.. 


• • 


« |V.# • a . • . 

. • 




• • • • 


• • 


• • • • • 


•- S.' 


• • . •. 


4 


* » 


• ► m s 




' *1 




147. Mentalty disturbed, sick.• 

146. Thought of as old-fashioned by some ! 

people... * 


149. Conscientious, scrupulous., 

150. Unpleasant and disagreeable If I have to...; 


• ► 


151. Not exceptional, not that special 

152. Able to experience real joy and 

excitement.'. 


153. Weird 
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9 

Rarely or Non* 
of the Tim* 
(less than i day} 


I 

8om* or a UW# 

ofthaTlm* 




jm. .. . ---- - . .— * 

r v % 

I. I was bothered by things that usually don't bothar me.J 91f:|iK • S 9 J 

“ • *-v.•“ 

■ ‘V‘ V* v.y.-.v • ■.• . .■ 

* • \\ 

z. i an not reel iiks eating; my appetite was poor.t:•#!!?I’Jllt I 

• • » • •••• • • • • ••••• r • • • ». »JL 

3. I felt that I could not shake off the blues even with help | | 

from my family or friends., 9 1 2 1 J 

4. I felt that I was just as good as other people.» 9 1 2 | i 

5. I had trouble keeping my mind on what I was doing.{ 0 12 2 1 

I ■. :■ '?• ’ r : v. -- ': ’ 

0. I felt depressed.i ? d 

7. l felt that everything I did was an effort.It 1 

8. I felt hopeful about the future.flfil 

p. t * • ... • . ... .%• *. p ' ■.V.'.'. .. .•§* . 1 

9. I thought my life had been a failure.} 9 1 2 2 | 

10.1 felt fearful.I 9 1 2 I J 

I ■ ' I 

II. My sleep was restless.J 9 1 2 3 J 

I''’ '/ A 

12. 1 was happy.f 9 4 8 2 i 

» *••••. •• • • . :• .-0 

13.1 talked less than usual.J 9 411^2 1 

. . . 

14. I folt lonely.Ililiillll 

15. People were unfriendly. 

16. I enjoyed life. 

f •: :# 

17. I had crying spells.j 0 1 1 % \ 

18.1 felt sad... 9 1 2 9 ! 

• * 

19. I felt that people dislike me.J 9 1 2 9 J 

20.1 could not get 'going*.! 9 1 2 9 ' 

%: . • :Y\ !. .. 4 


CES-D Scale 
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Section 4 


Below Is a list of questions about your use of alchohol 

Please answer by circling “Yes" or “No." 


i. 


2 . 


7. 


Do you feel you are a normal drinker? (By normal we mean you drink less than or as 
much as most other people.). 

Does your wife, husband, a parent, or other near relative ever worry or complain about 
your drinking?. 



msssA-v 




Do you ever feel guilty about your drinking? 


Do friends or relatives think you are a normal drinker? 


5. Are you able to stop drinking when you want to?. 


. « • • . . ■ . r 

fc;-: .. 

! YES NO 

• YES HO 

| * • •*. ' •*» • - 

^ .*• /.*/. 4 * % 4 ■ »"*■** 'a* • * m 

.a. I a • • • • • • • - • , • 

am - e\ • . • • •/ V • .* *.». • 


Et= 4 r. 


’a* •* r • » • • 

a , * 1 % 


* ^ 


kl-£ 


•v.vV V - 


Have you ever attended a meeting of Alcoholics Anonymous?. 

Has drinking ever created problems between you end your wife, husband, a parent, or 
other near relative. 


w a • • • - ’ * ’ 

| .v;v* - ;• * 

•: .. 
* m* ■ ■ • a • • a . . . . 

i e.*eV» . * \ • » •• ■ 


1 .V.V.W 


• • 


NO 

NO 


8. Have you ever gotten into trouble at work because of drinking?. 

9. Have you ever neglected your obligations, your family, or your work for two or more 

days in a row because you were drinking?. 

10. Have you ever gone to anyone for help about your drinking?. 

11. Have you ever been in a hospital because of drinking?. 

12. Have you ever been arrested for drunken driving, driving while intoxicated, or driving 

under the influence of alcoholic beverages?. 


i:- 

■» «+ 4 e i fcVdV* *■%« » ♦ • • •••■see. ♦ • a 

. • 

m sBS3 :: 

t ^lViVeW V \\\ •.*. \.. * . . 

i/.v:; ; : ! 

M • • . .. a • • r • e e • e • i 

• ITM ■ • f # • « • « . •• •• » 

v • ‘•'v.. •;. 

e.e • ► vs * e • • e • • « • • • • • • •• .. » » • ' • 

V # * s.s P *% e . • • ♦ • v • • •« « 

I yi+Sw- ■ 

' ' ••• WdV- •• •• •*• 1 .•/ • V ••• 

• • • *,e_» #ea. • ... i 

'• •*''' % X -. 






NO 


, \\ 


v.w y.v-v \ .* - • •. • ’.v.; .• 


mm 


mwwmmmt: : ; : 


13. Have 


Have you ever been arrested, even for a few hours, because of other drunken 
behavior?. 




mm 




1 

























































Section 5 



General Health Information 


In general, how would you describe your health? (Check only one number below.) 

_1. Excellent 

2. Very Good 

_3. Good 

_4. Fair 

_5. Poor 

How much bodily pain have you had during the past four weeks? (Check only one number below.) 

_1. None 

_2. Very Mild 

_3. Mild 

4. Moderate 
_5. Severe 


How often have you ever been bothered by pain in the following parts of your body? 


(Circle only one number on each line.) 

a. Head. 

b. Abdomen. 

c. Back. 

d. Joints. 

e. Arms or legs. 

f. Chest. 

g. Other.. 





• • « • i r • • • • • . . Vk # * 

wm&mm 






When you are experiencing pain, how often do you respond in each of the following ways? (Circle only one 


number on each line.) 


a. Suffer in silence. 

b. Take medication 

c. Tell other people 

d. See a doctor... 



or None 


U1 

I—* 


e Change plans. 

f. Rest and relax. 

g. Ignore It and go on.. 



<s> 

e 

<x> 

N) 

U1 
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How often have you ever been bothered by Indigestion or stomach problems other than pain? (Circle only 
one number on each line.) 



a. 

b. 


c. 

d. 



Nausea.. 

Diarrhea. 

Bloating or Gas.. 
Vomiting. 

Constipation_ 



# 

t 

I 


i or Never 


For each of the following questions, please circle the number that comes 
closest to the way you have been 


(Circle only one number on each line.) 



» 

I 


1 

; None 
! of the 
i Time 

% m m m 


2 



of the 

Tima 


* J 

Soma A Good 
Ottf* B* Of 







I 



6. How much of the time, during the past month, 

has your health limited your social activities (Kks 
visiting with friends or dose relatives)?. 

7. How much of the time, during the past month, have 

you been a very nervous person?. 

8. During the past month, how much of the time, have 

you felt calm and peaceful?. 

0. How much of the time, during the past month, have 
you felt down-hearted and blue?. 

10. During the past month, how much of the time, have 

you been a happy person?... 

11. How often, during the past month, have you felt 

so down in the dumps that nothing could cheer 
you up?. 
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* 


12. Have you ever 


ed cigarettes? 


13. Have you ever smoked a pack or more of cigarettes dally? 


• t 




14. Have you smoked any cigarettes during the past six months?. 




IS 


Have you ever gone on eating binges In which you felt that you could not oontrol how 
much or what you ate?. 


« a- - • - * * •• • i 


NO 

NO 

NO 


NO 


1 e. Have you ever tried to prevent gaining weight after you ate too much by purging (like 
making yourself vomit or taking laxatives)'. 


17. Have you ever attempted suicide? 


18. Have you ever taken tranquilizers or other medications for your nerves?. 

19. Have you ever been treated by a psychiatrist or other mental health counsellor?. 

20. Have you ever been hospitalized because of a nervous breakdown or mental health 

problems?. 

21. Have you ever had such a strong fear of specific objects or situations that you avoided 


them $ke heights, flying, blood, or some animals)?.'. . 

22. Have you ever had such a fear of crowds or speaking in front of people that you avoided 
them?. 


YES 

YE. 

w • 

YES 

YES 


YES 


NO 

NO 

4 

NO 

NO 


NO 


NO 


NO 


23. Have you ever had panic attacks In which 
or were about to die. but doctors said that 


was res 


iht you were having a heart 
lly anxiety or nervousness? 


• • • 


• • 


YES 


NO 


«: i i • 


i.ik 


• I •! 1 + a it.# 




• ; A i 


( - 


i • 


t • • 


i' i 


«s'l« 




* _ d 


When you have completed the tu 


prepaid envelop*, or you may deliver H personally. Pfoaae call 

Cynthia Whitehead (3*2-7071) with questions. 


THANK YOUI 


• - 


I 




































Washington University 
School of Medicine 
4940 Children's Place 

Box 8134 

St. Louis, MO 63110 

Contact: Cynthia A. Whitehead 

(314) 362-7071 
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Who Will Quit With and Without the Nicotine Patch 


Susan L Kenford, Michael C. Fiore. MD. MPH; Douglas E. Jorenby. PhD; Stevens S. Smith. PhD; 
David Wetter, MS; Timothy B. Baker. PhD 


Objective.—To identify predictors of smoking cessation success or failure with 
and without transdermal nicotine patch treatment. 

Design.—Two independent randomized, double-blind, placebo-controlled stud¬ 
ies using the nicotine patch assessing outcome at the end of treatment and at 
6-month follow-up; each study used a different mode of adjuvant counseling. 

Patients.—Subjects were daily smokers (5:15 cigarettes per day), aged 21 to 65 
years with expired air carbon monoxide levels of at least 10 ppm, and motivated to 
quit. Eighty-eight subjects participated in study 1, and 112 subjects participated in 
study 2. 

Intervention.—Study 1 consisted of 8 weeks of 22-mg nicotine patch therapy with 
intensive group counseling. Study 2 consisted of 4 weeks of 22-mg nicotine patch 
therapy and 2 weeks of 11 -mg nicotine patch therapy with brief individual counseling. 

Main Outcome Measures.—The prediction of smoking cessation (at end of 
treatment and after 6 months) based on pretreatment and intratreatment measures 
in smokers using active or placebo nicotine patches. 

Results.—Pretreatment markers, such as the Fagerstrom Tolerance Question¬ 
naire score, number of cigarettes smoked per day, years smoked, expired air carbon 
monoxide level, or baseline blood nicotine and cotinine levels, showed no consistent 
relationship with successful smoking cessation across both studies. Of the intratreat¬ 
ment markers examined, withdrawal severity and nicotine replacement levels also 
were not consistently predictive of cessation success. However, any smoking during 
the second week of treatment was a consistent and powerful predictor of failure at 
the end of treatment and after 6 months. Among active nicotine patch patients who 
smoked at all during week 2 after quitting, 83% and 97% (studies 1 and 2, respec¬ 
tively) were smoking at 6-month follow-up. Conversely, abstinence during the sec¬ 
ond week of treatment predicted successful smoking cessation. Among active nico¬ 
tine patch patients who were totally abstinent during week 2 after quitting, 46% and 
41 % (studies 1 and 2, respectively) were abstinent at 6-month follow-up. Of all nico¬ 
tine patch patients in both studies who were smoking at 6-month follow-up, 74% be¬ 
gan smoking during week 1 or 2. Among all placebo patch patients who were smok¬ 
ing at 6-month follow-up, 86% began smoking during week 1 or 2. 

Conclusions.—Smoking status (abstinent or smoking) during the first 2 weeks 
of nicotine patch therapy, particularly week 2, was highly correlated with clinical out¬ 
come and can serve as a powerful predictor of smoking cessation. Early smoking 
behavior also predicted outcome among placebo patch users. TraditionaJ measures 
of dependence are not consistently predictive of cessation success. Clinicians are 
advised to emphasize the importance of total abstinence after a quit attempt and to 
follow-up with patients within the first 2 weeks of quitting; smoking during this critical 
time should be assessed and treatment may be altered as appropriate. 

(JAMA. 1994^71.689-594) 
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and the University of Wisconsin Comprehensive Can¬ 
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NUMEROUS clinical trials have shown 
that the transdermal nicotine patch sys¬ 
tem helps people quit smoking . 1 Quit 
rates, however, vary widely across these 
trials. This may be due in part to the 
marked heterogeneity of smokers in the 
United States today. If one could iden¬ 
tify those smokers likely to succeed or 

fail with or without nicotine patch treat¬ 
ment, it would be possible to make treat¬ 
ment decisions on a more rational basis 
and increase each patient’s odds of quit¬ 
ting successfully. 

For example, smokers judged to be at 
risk for failure might be given a more 
potent adjuvant treatment, such as in¬ 
tensive group counseling, to boost treat¬ 
ment effectiveness.* Other smokers 
might be switched to a wholly different 
treatment, such as nicotine fading or 
aversive smoking . 1 

Despite much research, accurate and 
consistent predictors of successful smok¬ 
ing cessation have not been identified. 
Variables that have proven predictive 
in some studies do not predict in others, 
and when predictive relations are found, 
they are modest. For example, gender 
has been found to predict treatment suc¬ 
cess in some studies 44 but not in an¬ 
other . 1 Similarly, measures that are hy¬ 
pothesized to reflect nicotine dependence 
(eg, number of cigarettes smoked per 
day, blood nicotine levels, and expired 
air carbon monoxide [COJ levels) have 
predicted treatment success weakly and 
inconsistently . 74 One reported measure 
of nicotine dependence, the Fagerstrom 
Tolerance Questionnaire 9 has predicted 
long-term success in some studies 8,10 but 
has not been consistently related to out¬ 
come among nicotine patch users . 1112 The 
inconsistency in predictive relations sug¬ 
gests that the accuracy and sensitivity 
of any given predictor is affected by 
factors that vary from study to study, 
such as the target population and type 
of cessation treatment. 

We examined predictors of treatment 
success and failure among smokers with 
and without the nicotine patch. The re¬ 
search included two studies with two 
independent samples of smokers. More¬ 
over, two different adjuvants were used 
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with nicotine patch therapy and placebo 

patch therapy: (1) intensive group coun¬ 
seling and (2) brief individual counsel¬ 
ing. Independent samples and different 
types of adjuvants provided the oppor¬ 
tunity to assess the generalizability of 
our findings. 

To identify predictors of successful 
cessation with and without the nicotine 
patch, we assessed a number of vari¬ 
ables that could be quickly and easily 
measured by a clinician and therefore 
would have broad clinical utility. We 
evaluated measures collected prior to 
quitting (pretreatment variables) and 
early in the quitting attempt (intratreat¬ 
ment variables). 

METHODS 

Two studies using nicotine patch 
therapy and two different modes of ad¬ 
juvant therapy were conducted sequen¬ 
tially. In study 1, patch therapy was 
paired with state-of-the-art intensive 
group counseling; in study 2, patch 
therapy was paired with brief individual 
counseling that could be conducted in a 
clinician’s office. The methods used in 
both studies and efficacy results are de¬ 
scribed in more detail elsewhere. 1 

Subjects 

Subjects were recruited through me¬ 
dia announcements in Madison, Wis, a 
city of 190 700 residents. Inclusion crite¬ 
ria consisted of age 21 to 65 years, a 
history of smoking at least 15 cigarettes 
per day during the past year, expired 
CO. level of at least 10 ppm (as deter¬ 
mined at screening), and motivation to 
quit smoking. Exclusion criteria included 
presence of cardiovascular disease, preg¬ 
nancy or lactation, regular use of psy¬ 
chotropic drugs, current symptomatic 
psychiatric disorder, alcohol or other drug 
abuse, chronic dermatologic disorders, 
and/or use of any experimental medica¬ 
tion within the past 30 days. Eighty-eight 
subjects participated in study 1, and 112 
subjects participated in study 2. 

Study Designs 

After enrollment, the subjects and the 
clinician agreed on a quit date. Subjects 
were told to stop smoking on this date at 
which time nicotine patch and adjuvant 
counseling treatments commenced. On 
the quit date and once per week during 
the treatment period the following data 
were gathered at the clinic site: self-re¬ 
ported smoking status for the previous 
week (confirmed by expired CO, assay), 
vital signs, and questionnaire and study 
drug information. Between visits, sub¬ 
jects kept a smoking diary each day that 
contained an eight-item withdrawal sur¬ 
vey. 13 Serum samples for nicotine and 
cotinine were collected at a screening 


visit before the quit date and at 4 weeks 
Mowing the quit date. Both studies were 
double blinded and placebo controlled. 

Study 1 consisted of 8 weeks of 22-mg 
nicotine patch therapy (or equivalent 
placebo patch), and study 2 consisted of 
6 weeks of nicotine patch therapy—4 
weeks of 22-mg patch therapy followed 
by 2 weeks of 11-mg patch therapy (or 
placebo). In both studies, counseling ses¬ 
sions occurred for 8 weeks, and subjects 
were contacted at 6 months following 
their quit dates to determine their smok¬ 
ing status. Self-report was confirmed 
by expired CO, assay. 

Six-month follow-up data were used 
to assess predictors of success and fail¬ 
ure because the nicotine patch was li¬ 
censed by the Food and Drug Admin¬ 
istration at this end point of study 1, and 
we wanted to prevent confounding of 
results due to the extraordinarily high 
rates of off-study prescription patch use 
immediately after licensing. 


Transderma I Nicotine 

The transderma! nicotine delivery sys¬ 
tem (PROSTEP, Lederle Laboratories, 
Wayne, NJ) used in these studies was a 
hydrogel matrix reservoir containing nico¬ 
tine. The patch was applied once a day, 
worn for 24 hours, and delivered a total 
absorbed dose of either 22 mg or 11 mg 
of nicotine. Placebo patches contained no 
nicotine. Active patches and placebo 
patches were supplied by Elan Pharma¬ 
ceuticals Ltd, Athlone, Ireland. While a 
comparison of pharmacokinetic proper¬ 
ties shows differences between the dif¬ 
ferent brands of patches across the initial 
days of treatment, within 3 days all brands 
achieve comparable nicotine levels and 
maintain these throughout treatment 


Adjuvant Treatment 

In the group counseling intervention 
used in study 1, groups of eight to 12 
members met for approximately 60 min¬ 
utes per week for 8 weeks. Sessions were 
designed to provide information in a sup¬ 
portive atmosphere and teach coping 
skills appropriate to the subjects* place 
in the quitting process. This was de¬ 
signed to be a high-intensity counseling 
intervention. Individual counseling in 
study 2 consisted of weekly meetings 
for 8 weeks with individual subjects. 
Sessions lasted 10 to 20 minutes and 
targeted topics relevant to the individu¬ 
al’s place in the quit process. This coun¬ 
seling was designed to be a moderate- 
intensity counseling intervention. 

Both counseling interventions stressed 
the importance of abstinence, along with 
the identification of high-risk situations 
and potential coping behaviors. Both 
counseling interventions were conducted 
by psychologists or psychology graduate 


students who followed a tret 
manual developed for each study 


Statistical Analyses 


Baseline subject characteristic 
two groups (active patch vs p 
patch) were evaluated with twc 
independent-group t tests for c* 
ous-level dependent variables; > 
of independence were comput 
categorical outcome variables. F 

tinuous variables displaying sigr 


heterogeneity of variance, separat 
ance independent-group t test 
computed. Efficacy was tested 
tests of independence. The r* 
among pretreatment measures • 
tine dependence and intratre 
measures (blood nicotine and c 
levels and withdrawal severity 
evaluated with Pearson product-* 
correlations. Prediction of end-o 
ment abstinence or smoking ft 
tratreatment abstinence or smok 
examined both descriptively (b> 
tabulation) and by means of odd 
(ORs) calculated separately fot 
patch subjects and placebo pat 
jects in each study. Additional 
jects classified as smoking at 6 
(relapsers) were examined to de? 
what percentage of subjects r 
smoking at each week of pate: 
ment. We use the categorical' 
abstinence or smoking as our mi 
come variable because it is the *■ 
of chief clinical importance. All £ 
were conducted on an intent-to-t 
sis with those unavailable for f< 
or without biochemical confirm 
abstinence classified as smoke* 


RESULTS 
Study 1 


Table 1 depicts the baseline 
teristics of subjects in the activ 
and placebo group. No statistic 
nificant differences were noted 1 
the two groups. Of the 88 subjt 
were enrolled and randomized, 
pleted the 8-week active tr 
phase of the study. Of these, orn 
in the placebo patch group used 
gum throughout the study and 
eluded from all analyses. Of th< 
failed to complete the active tr 
phase (the first 8 weeks on st 
were using placebo patches, and 
using an active patch. 


Efficacy 

Abstinence was defined as t 
port of zero cigarettes smoke 
preceding 7 days confirmed b 
pired CO, value of less than 10 

the end of patch therapy (8 w< 
active patch subjects (59.1%) w 
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ps (active patch vs 
re evaluated with t 
*nt-group t tests for 
dependent variables; 
ndence were compu 
d outcome variables, 
iriables displaying si; 


as abstinent, while 17 placebo patch 
cts (39.5%) were abstinent 
‘=1]=3.3; P=.07). Of the 87 study 
cts, biochemical confirmation of 
ig status was available for 62 at 
month follow-up mark. Of the re- 
tg 25 subjects, five refused to be 
■iewed, 11 failed to complete treat- 
t and nine were unavailable for fol- 
p. At 6 months, 15 (34.1%) of 44 
e patch subjects were abstinent, 

tared with nine (20.9%) of 43 pia- 
eity of variance, separa[ patch subjects (rfdfcl 1=1.9; P=. 17). 

pendent-group t testij va j analyses indicated statistically 

• Efficacy was tested |ficant(P<.05) lower relapse among 

independence. The subjects during the 6-month 

etreatment measures ^_ up period. 2 

•ndence and intratrei 
(blood nicotine and dy 2 

l withdrawal severit^le ] depicts the baseline charac- 
with Pearson product-iuics of subjects in the active group 
ns. Prediction of end-o^i a cebo group. The two groups did 
tinence or smoking ^differ reliably on any of these char- 
ent abstinence or smok^tics. Of the 112 subjects who were 
both descriptively (bun^ and randomized, 79 completed 
0 and by means of oddfreatnient phase of the study. Of the 

culated separately for^ 0 failed to complete the treatment 

jects and placebo pat<L (the first 6 weeks on study), 18 
ach study. Additionally us j n g placebo patches, and 15 were 
<ified as smoking at 6 ^ act ive patches. 

) were examined to de 
rentage of subjects re^acy 

it each week of patchfostinence was defined as in study 1. 

• use the categorical vfo e en( j 0 f patch therapy (6 weeks), 

e or smoking as our majictive patch subjects (36.8%) were 

able because it is the v^ nen t f while 11 placetx> patch sub- 
nical importance. All ai* (20.0%) were abstinent (xW^l* 
ucted on an intent-to-trp- 05 ). Of the 112 subjects who par- 
lose unavailable for folded in this study, biochemical veri- 
t biochemical confirma|i on 0 f self-reported smoking status 
3 classified as smokers!obtained for 72 at the 6-month fol- 

|up mark. Of the remaining 40 sub* 
b, 33 failed to complete treatment, 
seven were unavailable for follow- 


Tatte 1.—Bwettne Subject Characteristics tor Study i and Study 2* 

Study 1 


depicts the baseline 
f subjects in the active 
oo group. No statisti 
fferences were noted 



t this time, 10 (17.5%) of 57 active 
subjects were abstinent, while only 
(7.3%) of 55 placebo patch subjects 
abstinent (x*M/= 1]=2.7; P=.10). 
ival analysis indicated statistically 

roups. Of the 88 subjectoficant (P<.05) lower relapse among 
died and randomized, 7W patch subjects during the 6-month 
e 8-week active treaj w _ up period. 2 

le study. Of these, one stseline characteristics did not differ 
ebo patch group used nijbly across the two studies. The dif- 
ighout the study and wfae in attrition and efficacy seen be- 
m all analyses. Of the len the two studies is hypothesized to 
omplete the active treafelated to the nature of the adjuvant 
- 8 weeks on studttments (eg, group vs individual coun- 

X placebo patches, and oi*g and length of treatment sessions), 
ictive patch. j 

treatment Measures 


nee was defined as a 
ro cigarettes smoke< 
7 days confirmed by 
value of less than 10 i 



ine expired CO. level, blood nico- 
\d cotinine levels, cigarettes 
per day, number of years 
l, and Fagerstrom Tolerance 
.. itionnaire score were assessed in 
f patch therapy (8 weelfcion to end-of-treatment abstinence 

ch subjects (59.1%) wer4 6-month abstinence. Point-biserial 



Variable 

Active Patch 
l*-44) 

-, 

Placebo Patch 
{n*43)f 

1- 

Active Patch 
(n*57) 

- 1 

Ptacabo Pitch 
<*=«> 

Age.* 

43.3(1.5) 

42 6(1.4) 

43.1 (12) 

44.2(1.5) 

Female gender. % 

568 

558 

66.4 

67.3 

Cigarettes per day 

28 3(1.1) 

30 3(1.5) 

28 6(1-3) 

30.8(1.3) 

Expired air carbon monoxide level, ppm 

32.3(1 8) 

31.4(2.6) 

32 5(16) 

34.3(1.6) 

Nicotine, ng/mL 

21.0(1.1) 

18.7(1.0) 

210 (1.3) 

21.4(1.1) 

Cotinine, ng/mL 

328 2(18.4) 

261.6(165) 

311.3(166) 

311.4(14.4) 

Veen smoking 

25 2(1.3) 

24 3(1.4) 

24.3(12) 

25 9(1.4) 

Fagereirom Tolerance Questionnaire 
score 

7.3 (0 2) 

6.9 (0.2) 

7 2 (02) 

7.7 (02) 

Weight kg 

78 3 (2 3) 

80 1 (32) 

72 9(2 3) 

72.5(2 3) 

Beck Depression Inventory score 14 

51 (0.7) 

5 3 (0.7) 

6 3 (0 6) 

6.2 (0.8) 


* Standard errors ara in parentheses. No group differences wera significant (P>05) in aither study. 
fOne subject in lha placebo patch group chawed nicotina gum throughout tha patch treatment phase olthe study 
This subtact was eliminated from a* analysts. 

Table 2.—Correlations Between Baseline, Week 1, and Week 4 Withdrawal Severity and Abstinence at End 

of Treatment and 6 Months* 




Study 1 



Study 2 



1- 

Abstinence 

at • Weeks 

1 

Abstinence 
at € Months 

1 

Abstinence 

at6 Weeks 

1 

Abstinence 
at 6 Months 


1 - 

Active 

riXCn 

-, 

Placebo 

Patch 

1 

Active 

Patch 

1 

Placebo 

Patch 

l 

Active 

Patch 

1 

Ptecebo 

Patch 

f 

Active 

Patch 

1 

Placebo 

Patch 

Baseline 

- 36t (40) 

06 (36) 

- .36$ (40) 

.04 (36) 

.16(49) 

-.19(49) 

.06 (49) 

- .20 (49) 

Week 1 

“381 (44) 

.16(40) 

- .42$ (44) 

15(40) 

- 02 (56) 

-.13(53) 

- .04 (56) 

-.13(53) 

Week 4 

-35$ (43) 

-25(34) 

-•35t (43) 

-05(34) 

-.19(51) 

-26(36) 

-.17(51) 

-2M36) 

i . - - - - . . - j 


'Higher aooras on the withdrawal measure indicate greater withdrawal tympiome. Abstinence variables are oodad 
Indicates abetinenoe: and 0. smoking. The number of subjects on which correlation was based is in parentheses 
he number changed as a function of t* sva4ab4ity of usable withdrawal ratings. 
fPc.05. 

IPc.Ol. 


correlations were conducted separately 
for active patch subjects and placebo 
patch subjects for each of these vari¬ 
ables. None of these pretreatment mea¬ 
sures showed a consistent relationship 
with poettreatment success across stud¬ 
ies 1 and 2. None of the 32 correlations 
was statistically significant, and none 
exceeded -.26. 

Intratreatment M e a sures 

Precessation serum nicotine and coti¬ 
nine levels have been proposed as mea¬ 
sures of tobacco dependence and as de¬ 
terminants of successful smoking cessa¬ 
tion. 14 Additionally, the degree to which 
pretreatment serum nicotine and coti¬ 
nine levels are matched or maintained 
via replacement therapy may be impor¬ 
tant in determining cessation success. 14 

To examine these relations, we com¬ 
pared the following three measures of 
nicotine and cotinine with successful 
smoking cessation outcome among ac¬ 
tive nicotine patch users: (1) baseline 
blood nicotine and cotinine levels, (2) 
absolute blood nicotine and cotinine lev¬ 
els achieved during nicotine replacement 
treatment (as measured at week 4 of 
patch treatment), and (3) percentage of 
baseline blood nicotine and cotinine lev¬ 
els replaced with nicotine replacement 
therapy. These point-biserial correla¬ 


tions revealed no consistent relation with 
outcome. For instance, the only signifi¬ 
cant predictor of 6*month abstinence was 
baseline nicotine level in study 2 (point- 
biserial correlation* - .27) (higher base¬ 
line nicotine levels were associated with 
6-month relapse). The same correlation 
was small and opposite in sign for study 
1 (point-biserial correlation*. 19). 

Finally, we assessed whether the se¬ 
verity of withdrawal symptoms during 
treatment was correlated with success¬ 
ful cessation. A withdrawal severity in¬ 
dex was constructed by calculating the 
mean score for the daily eight-item with¬ 
drawal scale. Withdrawal severity at 
baseline, week 1, or week 4 after quit¬ 
ting did not consistently correlate with 
abstinence (Table 2). To assess the pos¬ 
sibility that some of these intratreat¬ 
ment measures were confounded by in¬ 
tratreatment smoking, we separately 
analyzed data of subjects who were com¬ 
pletely abstinent; none of the correla¬ 
tions was significant. 

Intratreatment Smoking 

In contrast to the measures described 
herein, intratreatment smoking did dem¬ 
onstrate a consistent relationship with 
posttreatment success. Specifically, we 
analyzed the relation between in¬ 
tratreatment smoking by week and post- 


thout Nicotine Patch— KenfoCA, February 23, 1994—Vol 


Smoking Cessation With and Without Nicotine Patch—Kenford 



51770 0932 











I 


L i 


: i f 


: .•» 
L ' , 


Ft 

r 


i 

% 

r t .\ 




Tab*© 3.—Smoking in Weeks 1 and 2 of Patch Treatment and Abstinence 


Treatment and 6 Months in Active Patch Subjects 



Study 1, Active Patch Subjects (n*44) 


Study 2. Active Patch Subjects (n*57) 


Abstinent in Week 


No, of 
Subjects 


Abstinence at 
End 

of T re at m e nt , % 


Abstinence 
at 6 Months, % 


No. of 
Subjects 


Abstinence at 
End 

of Treatment, % 


Abstinence 
at« Months, % 



1 and 2 


Smoking in Week 


_ 1 

2 


1 or 2 


22 


No of 
Subjects 


t7 

18 


22 


81.8 


Smoking at End 
of Treatment, % 

70.6 

66 7 

63.6 


45.5 


Smoking 
at! Monthe, % 

765 

833 

77.3 


16 


NO. Of 
Subjects 

34 

35 

41 


750 


Smoking at End 
of Treatment, % 

624 

857 

78.0 


50.0 


Smoking 
at 6 Months, % 

97t 

971 

95 1 


Table 4.— Smoking in Weeks 1 and 2 of Patch Treatment and Abstinence Status at End of Treatment and 6 Months in Placebo Patch Subjects 


Study 1, Placebo Patch Subject* (n*43) 


Study a. Placebo Patch Subjects (n*55) 


Abotinent In Woek 

No. of 
Subject* 

Abstinence at 

End 

of Treatment, % 

Abatlnenco 
at 6 Month#. % 

No. Of 
Subjoct* 

Abotlnonco at 

End 

of Treatment, % 

Abstinence 
at 8 Months, X 

1 

13 

76.9 

385 

12 

50.0 

83 

2 

16 

81.3 

438 

10 

700 

30.0 

1 and 2 

12 

833 

41.7 

s 

600 

0 

Smoking In Woek 

No. of 
Subject • 

Smoking at End . 
of Treatment, % 

Smoking 
at 8 Month*. % 

No. Of 
Subjoct* 

Smoking at End 
of Treatment % 

Smoking 
at 6 Months, % 

1 

30 

76.7 

86.7 

43 

884 

93 0 

2 

27 

852 

926 

45 

91.1 

97.8 

1 Of 2 

31 

77.4 

67.1 

50 

840 

920 



treatment cessation success. These 
analyses demonstrated that smoking 
during any week of treatment was highly 
and negatively associated with success¬ 
ful cessation. 

Because it would be most useful clini¬ 
cally to predict long-term outcomes early 
in the quitting process, three time peri¬ 
ods from the initial phase of treatment 
were analyzed intensively. These were 
(1) any smoking in the first week of treat¬ 
ment, (2) any smoking in the second week 
of treatment, and (3) any smoking in ei¬ 
ther the first or second week of treat¬ 
ment Tables 3 and 4 show the relation of 
intratreatment smoking on short-term 
and long-term smoking cessation rates 
using these three predictor time periods. 
Any smoking during the first 2 weeks of 
treatment was highly associated with a 
poor prognosis. However, smoking or ab¬ 
stinence during week 2 was the most ac¬ 
curate predictor of outcome (Table 5). 

Table 3 illustrates the relation between 
early intratreatment smoking and clini¬ 
cal success at the end of treatment and 
the 6-month follow-up mark among ac¬ 
tive nicotine patch users for each study. 
Smoking was defined as any tobacco use 
at a given time point Among nicotine 
patch users, if a patient smoked at all 
during week 2, there w as a 66.7% chance 
or 85.7% chance (studies 1 and 2, respec¬ 
tively) that the patient would be smok¬ 
ing at the end of treatment. This rela¬ 
tionship was also predictive for long-term 
outcomes. If a patient smoked in week 2, 
there was an 83.3% chance or 97.1% 
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chance (studies 1 and 2, respectively) that 
the patient would be smoking 6 months 
later. Similar findings were noted among 
placebo patch users (Table 4). Among 
placebo patch users, if a patient smoked 
during week 2, there was an 852% chance 
or 91.1% chance (studies 1 and 2, respec¬ 
tively) that the patient would be smok¬ 
ing at the end of treatment and a 92.6% 
chance or 97.8% chance (studies 1 and 2, 
respectively) that the patient would be 
smoking 6 months later. 

Abstinence during week 2 was also 
highly predictive of both short-term and 
long-term abstinence. For example, among 
active nicotine patch users, if a patient 
were totally abstinent during week 2, 
there was a 76.9% chance and 72.7% diance 
(studies 1 and 2, respectively) that the 
patient would be abstinent at the end of 
treatment and a 462% chance and 40.9% 
chance (studies 1 and 2, respectively) that 
the patient would be abstinent 6 months 
later (Table 3). Among placebo patch us¬ 
ers, if a patient were totally abstinent 
during week 2, there was an 812% chance 
and 70.0% chance (studies 1 and 2, re¬ 
spectively) that the patient would be ab¬ 
stinent at the end of treatment and a 438% 
chance and 30.0% chance (studies 1 and 2, 
respectively) that the patient would be 
abstinent 6 months later (Table 4). 

We examined the issue of whether 
amount of smoking in week 2 added to 
the predictive validity of our prediction 
rule. The results of a variety of analyses 
suggested that including information 
about the amount of smoking did not al¬ 


ter the predictive accuracy of the rule. 
Another test of the accuracy of a predic¬ 
tion rule is to determine the proportion of 
treatment failures the rule identifies—ie, 
of all subjects smoking at follow-up, what 
percentage smoked by week 2? Among 
active nicotine patch users in studies I 
and 2, respectively, of those smoking at 6 
months, 59% and 83% had first smoked 
by the end of week 2 (74% across both 
studies; Figure). Among placebo patch 
users in studies 1 and 2, respectively, of 
those smoking at 6 months, 79% and 90% 
had first smoked by the end of week 2 
(86% across both studies; Figure). 

Odds ratios constitute another index 
of association between early smoking 
and long-term outcome and reflect the 
classification power of a prediction rule 
(ratio of correct to incorrect decisions 
yielded by the prediction rule). When 
smoking in week 2 of treatment was 
used as a marker for outcome among 
nicotine patch users, successful predic¬ 
tion was greatly enhanced at end of treat¬ 
ment (OR, 6.7 and 16.0 for studies 1 and 
2, respectively) and at six months (OR, 
4.3 and 23.5 for studies 1 and 2, respec¬ 
tively) (Table 5). Although smoking dur¬ 
ing any time within the first 2 weeks is 
predictive of failure to quit, the ORs 
demonstrate that the week 2 rule is as¬ 
sociated with the most accurate predic¬ 
tions and the least number of misclas- 
sifications. The power of the week 2 rule 
to detect the observed association with 
6-month outcome was 83 in study 1 and 
.95 in study 2. Similar findings are ob- 
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when the ORs are calculated for 

patch subjects (Table 5). Addi- 
y, 4» coefficients (a correlation co- 
for two dichotomous variables) 
at 6McJ decision rule for each time point 
^^statistically significant. 

"y, we recomputed the ORs after 
cally controlling for a variety of 
tential predictor variables. In par- 
we examined the relation between 
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857 


780 


9 ^2 smoking and abstinence, both at 
-jf treatment and at 6-month follow¬ 
er controlling for measures of physi- 



cebo Patch Subjects 
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95 pendence (Fagerstrom Tolerance 
ionnaire score, pretreatment blood 


ibo Patch Subjects (n*55) 
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500 


700 


600 



e level, number of cigarettes 
pretreatment, and pretreatment 
jd CO, level) and withdrawal dur- 
le first week of treatment. These 
revealed that in all cases the 
ORs were actually higher than 


^olspective unadjusted ORs. 


ing at End 
•atment, % 


-ction of Week 2 Smoking 

at 6 Moftause smoking abstinence in week 


684 


91.1 


93 jsuch an accurate predictor of long- 
^success, we performed simulta- 
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COMMENT 

The intent of this research was to iden¬ 
tify a simple yet powerful prediction rule 
that could be used easily in a clinician’s 
office to predict smoking cessation suc¬ 
cess or failure with or without the nico¬ 
tine patch*. Analyses were based on two 
separate studies, using two independent 
samples of smokers, two different ad¬ 
juvant counseling therapies, and active 
patch therapy vs placebo patch therapy. 
In this way these two studies provide an 
opportunity to test the generalizabiiity 
of our findings. 

The analyses reveal one powerful pre¬ 
diction rule for clinicians: any smoking in 
the first 2 weeks of treatment predicts 
both short-term and long-term failure, 
with week 2 smoking being particularly 
predictive of outcome (Table 5). Con¬ 
versely, total abstinence during the first 
2 weeks of treatment was consistently 
correlated with sustained smoking ces¬ 
sation success. By assessing the pres¬ 
ence or absence of any smoking during 
the second week of treatment, clinicians 
can predict with good accuracy whether 
the patient will or will not quit smoking. 
Early detection of high-risk patients may 
also allow the clinician to modify treat¬ 
ment to increase the likelihood that at- 
risk patients will succeed. 

These analyses also identified a num¬ 
ber of factors that did not consistently 
predict smoking cessation outcome. Spe¬ 
cifically, these analyses cast some doubt 
on the ability of numerous accepted or 
hypothesized measures of tobacco depen¬ 
dence to predict success or failure con¬ 
sistently for patients using the nicotine 
patch. 17 Baseline indicators, such as the 
number of cigarettes smoked per day, 
Fagerstrom Tolerance Questionnaire 
score, and years of smoking, were poorly 
and inconsistently correlated with suc¬ 
cessful cessation. Biochemical measures 
also fared poorly as predictors: pretreat¬ 
ment expired CO, value, pretreatment 
blood nicotine and cotinine levels, abso¬ 


lute blood nicotine and cotinine levels 

achieved on the nicotine patch, and the 

percentage replacement of pretreatment 
nicotine or cotinine with nicotine patch 
therapy were poorly and inconsistently 
correlated with successful smoking ces¬ 
sation. These measures might have shown 
significant relations with outcome had we 
had many more subjects in our two stud¬ 
ies, but we do not believe that this would 
change the relative superiority of the 
week 2 rule to predict outcome. 

Our current analyses failed to identify 
an easy-to-use clinical measure to identify 
a priori (ie, before treatment begins) smok¬ 
ers who are most likely to succeed or fail 
with or without the nicotine patch. One 
caveat to keep in mind is that our results 
may merely reflect unreliable assessment 
or the selection of improper measures of 
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The cumulative proportion of subjects smoking at 
6-month follow-up for study 1 (top) and study 2 
(bottom), presented as a function of the week at 
which tiey smoked their first cigarette (ie, when re- 
lapsers started to smoke). 
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dependence. We believe our biochemical 
confirmation of outcomes, our use of rec¬ 
ognized assessment instruments, and the 
broad array of dependence measures ar¬ 
gue against these possibilities. Another 
caveat is that a restriction of range influ¬ 
enced our results. Our samples consisted 
of moderately to heavily dependent smok¬ 
ers; a wider inclusive sampling of the de¬ 
pendence continuum may have shown a 
stronger relationship between outcome 
and measures of dependence. Moreover, 
these results maybe most relevant to the 
24-hour nicotine patches that are used by 
90% of the current patch users. Addition¬ 
ally, all our subjects received supportive 
counseling. Predictive relations might dif¬ 
fer for self-quitters vs those in formal 

treatment programs. Finally, our inabil¬ 
ity to identify a clinically useful a priori 
measure may reflect the heterogeneity of 
smokers in the United States attempting 
to quit. That is, there may be subtypes of 
smokers, and no single predictor will per¬ 
form well across these different subtypes. 
Finally, as our smokers were enrolled in 
a university-based clinical research study, 
these results may not be as powerful in a 
typical clinic population. 

Our results do provide important in¬ 
formation for clinicians seeking to aid 
their patients in quitting smoking. Spe¬ 
cifically, the following clinical implica¬ 
tions deserve emphasis: 

1. Clinicians should stress that total 
abstinence is central to a successful smok¬ 
ing cessation effort for most smokers. 

Optimal smoking cessation counseling 
should emphasize the importance of early 
and complete abstinence. Across our two 
studies, among individuals on the nico¬ 
tine patch who were abstinent in the sec¬ 
ond week of treatment, 47% were suc¬ 
cessfully abstinent at 6 months. In con¬ 
trast, among individuals who smoked at 
all in the first 2 weeks of treatment, only 
11% were abstinent at 6 months. Most 
smokers who have previously tried to 
quit are already aware of the danger of 
any smoking and provide anecdotal sup¬ 
port for this clinical rule. A common re¬ 
port among smokers who had previously 
relapsed is that they thought they could 
have a cigarette “now and then” only to 
quickly relapse to prequit smoking lev¬ 
els. 18 Hall and colleagues 19 have found 
that those individuals holding a strict ab¬ 
stinence orientation are more likely to 
achieve long-term success. 

2. Clinicians should “front load” smok¬ 
ing cessation counseling and support dur¬ 
ing the first 2 weeks after quitting. 

Among the subset of our patients us¬ 
ing the active nicotine patch, 74% of 
those who ultimately relapsed by 6 
months began smoking in the first 2 
weeks. Among placebo patch patients 
who had relapsed by 6 months, 86% be¬ 


gan smoking in the first 2 weeks. Cli¬ 
nicians need to provide support and coun¬ 
seling during this critical period of high 
relapse. For this reason, clinicians should 
schedule a follow-up visit in person or 
make contact by telephone 20 during the 
important first 2 weeks after quitting; 
review of coping strategies and the im¬ 
portance of total abstinence should be 
emphasized during this contact. 

3. Assess smoking during the second 
week after the quit attempt to predict 
smoking cessation outcome. 

Smoking during any portion of the 
treatment period predicted a poor out¬ 
come. However, we recommend using any 
smoking during week 2 as a predictor of 
outcome because it occurs early in the 
quit attempt and requires the determina¬ 
tion of abstinence for only a brief period 
of time. Importantly, it is an easy-to-use 
prediction rule for clinicians: follow-up 
with the patient in person or by tele¬ 
phone during the second week of a quit 
attempt—if the patient has smoked at all 
during this time period, consider an al¬ 
teration of treatment More research may 
result in refinement of this prediction rule, 
but in our studies, any smoking indicated 
heightened risk for eventual relapse. 

While our results suggest a reliable 

prediction rule, they do not reveal how 
treatment should be altered if patients 
smoke during the first 2 weeks of treat¬ 
ment Our clinical experience suggests 
that if a patient is smoking in the second 
week of treatment, the clinician could con¬ 
sider offering the patient more intensive 
pharmacotherapy and/or additional ad¬ 
juvant therapy (perhaps referral to a for¬ 
mal cessation program). However, our 
clinical experience suggests that these 
steps should be taken only if the patient 
is still motivated to stop smoking. If the 
patient reports feeling discouraged or de¬ 
feated, treatment may be temporarily 
withdrawn, allowing the clinician and pa¬ 
tient to jointly select a new, future quit 
date. Obviously, more research is needed 
to determine appropriate treatment al¬ 
terations and responses to early failure. 

Finally, our results point to two other 
research needs: first, research aimed at 
the identification and evaluation of smoker 
subtypes so that treatment and predic¬ 
tion can be tailored to the individual and 
second, the feasibility of a graded, 
stepped-care approach to intervention 
should be determined. 21 This is the ap¬ 
proach used for many medical disorders, 
such as hypertension or hyperlipidemia, 
where dose or other dimensions of treat¬ 
ment are increased only when an indi¬ 
vidual fails to respond to previous treat¬ 
ment If a similar approach proves effec¬ 
tive with smoking cessation, it would 
serve as a model for clinicians as they 
combat this devastating chronic disease. 22 


This research was funded in part by Elan Phar¬ 
maceuticals Inc, Athlone, Ireland, anil Lederle 
Laboratories. Wayne. NJ. 
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US DISTRICT COURT 
NORTHERN DISTRICT OF OHIO 
EASTERN DIVISION 


JUDITH E. CHAMBERLAIN, 

AND OTHERS SIMILARLY SITUATED 


CIVIL ACTION 
NO. 96CV2005 


VERSUS 

THE AMERICAN TOBACCO COMPANY, 

ET AL. 

****************** 


DECLARATION AND EXPERT'S REPORT OF C. ROBERT CLONINGER, M.D. 


l. My name is C. Robert Cloninger, and I am a medical doctor 
and the Wallace Renard Professor of Psychiatry at Washington 
University School of Medicine. I am currently licensed to 
practice medicine in the State of Missouri and I am Board 


Certified in Psychiatry. I serve as a psychiatric 
consultant to the American Psychiatric Association 


World 


Health Organization, and National Institutes of Health, and 
am active in clinical research on the pathogenesis, 
diagnosis, and treatment of substance dependence. A copy of 
my curriculum vitae is attached to this report. 

2. I understand that the plaintiffs in this proceeding seek to 
represent a cj.ass of persons defined as (a) all nicotine 
dependent persons who are residents and/or citizens of the 
State of Ohio who have purchased and/or smoked cigarettes 


manufactured by the named tobacco companies; (b) the 
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estates, representatives, and administrators of these 
nicotine dependent cigarette smokers; and (c) the spouses, 
children, relatives and significant others of these nicotine 
dependent cigarette smokers as their heirs or survivors. 
Furthermore, the proposed criteria for diagnosis of nicotine 
dependence include (a) all cigarette smokers who have been 
diagnosed by a medical practitioner as nicotine-dependent; 
and/or (b) all regular cigarette smokers who were or have 
been advised by a medical practitioner that smoking has had 
or will have adverse health consequences who thereafter do 
not or have not quit smoking; and/or (c) persons who are or 
have been nicotine dependent as that phrase is defined under 
the criteria set forth in the American Psychiatric 
Association's Diagnostic and Statistical Manual of Mental 
Disorder, Fourth Edition, 1994 (DSM-IV). In my view, the 
proposed measures in combination are not reliable diagnostic 
criteria for nicotine "addiction" or "dependence" and, as 
proposed for use, do not conform to any diagnostic criteria 
sanctioned by any official medical or scientific 

organization. Further in my view, tobacco use is a complex 

♦ 

biological, psychological, and social practice, and the 
assumption that some pharmacological addiction to nicotine 
explains tobacco use patterns is doubtful. In addition, a 

determination of who, if anyone, would be in any proposed 

* 

class of addicted or dependent tobacco users would require 
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♦ 

an indepth evaluation of the facts respecting each 
individual who claimed to be such a person. This is based 
on the fact that every individual is unique in terms of 
genetic composition, education, experiences (adult and 
child) and level of maturity which define personality. 
Ignorance of these factors would definitively preclude 
competent understanding and reliable diagnosis of the 
individual with a particular behavior pattern. 

3. Also, in order to evaluate the claims of the plaintiffs, it 
is necessary for plaintiffs to define what is meant by the 
term "addiction." I have examined the statements of David 
Burns, MD dated February 27, 1997 and of Garland DeNelsky, 

PhD dated March 1, 1997. The plaintiffs and their experts 

use the terms "addiction" and "dependence" interchangeably, 
as if these terms both meant that the presence of dependence 
implied that a person had loss of voluntary control over 
their decision to smoke cigarettes. Historically, the term 
addiction has been utilized by scholars, scientists, 
researchers, clinicians, politicians, bureaucrats and lay 
people to describe a wide variety of concepts. More 

9 

recently the term "dependence" has been applied but this too 
has also been variously used by different people to refer to 
different concepts. In fact, several authoritative 
scientific bodies including the World Health Organization 

tn 

(WHO) and the American Psychiatric Association (APA) have ^ 

o 
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been struggling with defining these terms. Most recently 
both the WHO and APA have utilized the term "dependence" to 
recognize not a simple syndrome but a complex interplay of 

V 

psychological, social, and biological factors in substance 
use behavior. In the fourth and latest edition of American 
Psychiatric Association's Diagnostic and Statistical Manual, 
substance dependencies are further specified as "with 
physiological dependence" and "without physiological 
dependence". Dependencies without physiological dependence 
correspond to what have traditionally been considered 
"habits". Dependencies with physiological dependence, 
manifest by tolerance or withdrawal, may or may not 

correspond to what has been called an addiction. A 

* 

substance is traditionally considered to be addictive only 
if it causes (a) intoxication manifest by impaired cognition 
and judgment, (b) default of social and occupational 
responsibilities, (c) physical dependence manifest by a 
consistently reproducible withdrawal syndrome, and (d) 
tolerance. According to these criteria, it is doubtful that 
tobacco or nicotine should be classified as addicting 

9 

* 

because (a) it does not cause intoxication with impairment 
of cognition or judgment, (b) even heavy smokers are able to 
maintain their social and occupational responsibilities 
without difficulty, (c) abstinence produces either no 
withdrawal symptoms or at most mild anxiety symptoms, and 









5 


(d) individuals maintain enjoyment of smoking the 


same 


number of cigarettes for many years. In short, the nature 
and definition of possible nicotine addiction is not settled 
in the scientific community. The proposed criteria for 
nicotine dependence do not provide a reliable means to 
distinguish individuals who are responsible for their 


decision to smoke from others 


dependence 



Fourth Edition r PSM-IV ) is illustrative of the controversy 
as outlined above but has been even more problematic because 
the properties of nicotine are not as clearly defined as 
those of narcotics, alcohol, or cocaine. The first time a 
diagnosis for "tobacco dependence" appeared in the 

(QSM) was in the third 
edition < DSM-IIH which was published in 1980. The earlier 



DSM 


ubstance 


dependencies but no such diagnosis for tobacco use. The 
inclusion of a diagnosis for "tobacco dependence" and later 
(1987) for "nicotine dependence" has been the subject of 

much controversy within the profession. The criteria for 
aking the diagnosis changed from the original criteria in 
DSM-III when a revision was published in 1987, that being 


-R . and changed still again with the recent 



publication this year of DSM-IV . Throughout this period, 
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the changes in diagnostic criteria reflected the existence 

% 

of widespread disagreement within the substance abuse 
community over the standards to define a dependence to 
tobacco. Moreover, the changes in diagnostic criteria have 
reflected tension over whether dependence is physical in 
nature or solely psychological in nature. In 1988, the 
Surgeon General chose to use the teni addiction in his 
public health statements about tobacco and nicotine, even 
though many scientists and medical practitioners regard that 
term as overly simplistic, pejorative, and therapeutically 
counterproductive in clinical practice. The oversimplified 
model that tobacco use may sometimes lead to nicotine 
dependence suggests that desire to use tobacco is motivated 
solely by the physical need to maintain nicotine levels and 
that smokers are unable to control their desire for 
nicotine. This model is inadequate for clinical practice or 
public health policy because the desire to smoke is a 
learned habit that is determined by many individual personal 
and social factors and is not attributable simply to 

nicotine levels. For example, nicotine levels do not 

♦ 

predict success in stopping smoking, and nicotine 
replacement therapy does not reduce the desire to smoke. 
Self-directed regulation of lifestyle goals is the major 
determinant of success in stopping smoking. Accordingly, it 
is counterproductive to give people an excuse for their 
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* 

decision not to stop smoking by saying that they are 
addicted to nicotine when the major determinant of 
successful cessation is the personal decision and commitment 

m 

not to smoke. 

5. This lack of consensus on what defines a dependence with 
respect to tobacco usage underscores the fact which is of 
paramount importance in this case, i.e., that people smoke 
for very different reasons, they smoke in very different 
patterns, their motives to quit are very different and their 
efforts to quit are very different. There is simply no 

# 

universal set of criteria which accurately classifies 
patterns of smoking behavior for each and every individual 
smoker. 

Let us consider each of the three measures proposed by 
the plaintiffs. The first proposed test, diagnosis of 
nicotine dependence by a medical practitioner, would be 
based on information of variable content and uncertain 
validity since different practitioners have different 
concepts for diagnosis and patients often provide 
inaccurate and misleading information about the extent 
of their desire to smoke or not to smoke. For example, 
current DSM-IV criteria for nicotine dependence require 
a maladaptive pattern of substance use, leading to 
clinically significant impairment or distress, as £ 

*vj 

manifested by three or more of the following seven <s> 

<s> 

VO 
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features, occurring during the same 12-month period: (l) 
tolerance, (2) withdrawal, (3) taking the substance in 
larger amounts or over a longer period than was 
intended, (4) unsuccessful efforts to cut down or 
control use, (5) a great deal of time expended to obtain 
and use the substance (e.g. chain-smoking), (6) giving 
up social, occupational, or recreational activities to 
smoke, and (7) continued use despite adverse medical 
consequences. It is simply not possible to make a 
diagnosis of nicotine dependence with a reasonable 
degree of medical certainty unless a physician has 
extensive and reliable facts in evidence about the 
person's overall lifestyle, patterns of impulse control 
or lack thereof, peer pressures, personal enjoyment of 
smoking, and the strength of the desire to stop smoking. 
Unfortunately, some medical practitioners may make the 
diagnosis of nicotine dependence if a patient claims to 
have tried to stop smoking, even if they have never gone 
more than a day without doing so. Leaving the basis for 

diagnosis to individual practitioner judgment without 

# 

allowance for any test of the accuracy of the basis for 
the diagnosis or the criteria that were applied does not 
satisfy a test of common sense. 

The second proposed measure, continuing to smoke despite 
medical warning about possible adverse health 
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consequences, would admit someone to the class who 
satisfies none of the set of seven criteria described 
earlier, instead of requiring at least three as DSM-IV 
does. For example, the proposed measure could be 
applied to any smoker, regardless of their frequency and 
pattern of smoking, and even if they have no adverse 
health consequences if a physician warns them to stop 
because they might develop health consequences in the 
future. Such a criterion does not allow consideration 
of the personal and social factors motivating an 
individual's choice to continue smoking. For example, 
like other risk-benefit decisions, such as the choice to 
to gamble in a casino, to drive on busy highways, to eat 
beef, sweets, or fried foods regularly, a person may 
simply like to smoke and choose to do so to satisfy 
their desires, making a calculated decision that 
immediate satisfaction outweighs immediate and future 
risks. It is not reasonable to expect compensation if 
one makes such a choice and is later dissatisfied with 


the consequences, any more than it would be sensible to 
compensate gamblers when they lose. 

As another example of the need to examine specific facts 
about each case, does the individual have a personality 
disorder with severe immaturity and little impulse- 
control in any aspect of their life, or does the person 


cn 
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have a specific inability to stop smoking while having 
good impulse control otherwise? Individuals who 
participate in smoking cessation programs vary widely in 

4 

the extent to which they personally want to stop 
smoking, yet this would not be taken into account. 
Likewise, the response to advice to stop smoking varies 


depending on the 


doctor 


patient, the way the information is communicated (e.g. 
emphasis and empathy), and the personality and mental 
status of the patient. 

The third test, a diagnosis of nicotine dependence as 

defined in DSM-IV, does not require evidence of 

% 

physiological dependence, inability of the smoker to 
regulate their desire to smoke, or impaired judgment and 
cognition from intoxication. In summary, no one test, 
including any of the three proposed by the plaintiffs, 
is an adequate and reliable basis to decide the 
responsibility of the plaintiffs for their voluntary 
choices and behavior. Detailed psychiatric assessment 
of each individual is required before a diagnosis of 
nicotine dependence could be justified with a reasonable 
degree of medical certainty. 

6. Whatever definition of addiction or dependency is used, the 
application of criteria to define such addiction or 
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dependency necessarily requires a detailed examination of 
individual facts. For example, the recent DSM-IV instructs 
that a diagnosis of any substance dependence requires that 
there be "clinically significant impairment or distress" 

(page 181). It requires a clinician to obtain "a detailed 
history from the individual and whenever possible, from 
additional sources of information (e.g., medical records, a 
spouse, a relative, or a friend). In addition, physical 
examination findings and laboratory test results can be 
helpful" (page 185). 

7. Moreover, the application of any of the criteria that 
have been advanced for tobacco dependence does not 
predict whether a person can in fact quit smoking. 

Smokers quit smoking all the time, and usually do not 
require any help to do so once they have made up their 
mind to quit. It is estimated that over 45 million 
smokers in the United States have quit smoking since 
publication of the Surgeon General's Report in 1964. It 

is well accepted that the smokers who have been 

diagnosed as dependent under DSM can quit smoking if 

* 

sufficiently motivated. 

C. Robert Cloninger, MO Date 
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School of Medicine (1970) 


Research Scientist Development Awards: 

Type l (1975-1980) MH-0048. The transmission and 

prognosis of psychiatric disorders (Quantitative Genetics 
and Environmental Genetic Interaction) 

Type 2 (1980-1985) Genetic epidemiology of psychiatric 
disorders 

Research Scientist Award (MH-00048) 

Genetic Epidemiology of Psychiatric Disorders (1985-1989) 
(Resigned to accept chairmanship) 

Endowed visiting Professorships 

Milton and Harriet Parker Memorial Lecturer, Ohio State 
University, Department of Psychiatry, September 1983 and 
December 198S 

John Nielson Distinguished Lecturer, University of Utah, 

Department of Psychiatry, April 1988 

Stewart Wolf Distinguished Lecturer, University of 
Oklahoma, Department of Medicine, May 1988 

James Brady Lecturer, University of Colorado, 1989 

Frank H. Luton Lecturer, Vanderbilt University, 1989 

william D. Stubenbord Visiting Professor, 

Cornell University Medical College and the Louis Calder 
Foundation, September, 1991 

Other Distinguished Lectureships 

Sigma Xi Lecturer on Natural Sciences, University of 

North Carolina, October 1987 

NIH Centennial Lecturer, Washington, DC, September 1987 

P 

Plenary Lecturer, Research Society on Alcoholism, June 
1988 
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Pfizer Visiting Professor 


York State Psychiatric 


or, Columbia University and New 
Institute, October 1991 


Gudbrandsdalen Medalist & Lecturer, Norwegian Medical 
Research Council, Lillehammer, Norway, 1992 


Keynote Speaker, Australian-New Zealand Psychiatric 

Association Annual Meeting, Christchurch, New Zealand, 
1993 

Lederle Visiting Professor, Hospital de la Salpetriere, 
Paris, France, December, 1993 


Honorary Doctor of Medicine (M.D. honoris causa ). University 

of Umea (Sweden), October 1983 for distinguished 
contributions to genetic epidemiology of psychiatric 
disorders 


Strecker Award (The 25th Annual Institute of Pennsylvania 

Hospital Award in Memory of Edward A. Strecker, M.D.), 
1988 for significant contributions to psychiatric patient 
care and treatment by studies of the assessment and 
inheritance of personality and psychopathology 

Edgehill Newport Scientific Recognition Award, May 1990, 

in recognition of outstanding contributions to the 

treatment of chemically dependent persons through basic 

research 

Mortimer Goodman Memorial Award, The Alliance for the Mentally 

Ill of Metro St. Louis, in recognition of outstanding 
service as a physician, researcher, administrator, public 
servant and friend. May 1992 

James B. Isaacson Memorial Award, June 1992, International 

Society for Biomedical Research on Alcoholism and 
National Foundation for Prevention of Chemical Dependency 
Disease, for excellence in scientific research into the 


causes of chemical dependency diseases 

Samuel Hamilton Award, March 1993, American Psychopathological 

Association, for contributions to understanding 
personality and psychopathology 

Adolf Meyer Award, May 1993, American Psychiatric Association, 

for outstanding contributions to the science and practice 
of psychiatry 


Editorial Responsibilities! 

Associate Editor, 


(1980-1986) 


Ul 



Lfifi (1980- 1983) 

(1981-1987) 


Vj 

<s> 

<s> 

vo 

tn 







(1983-1991) 
(1989-Present) 


Field Editor, 




(1992 - 


Editorial Boards, 




(1991- 


(1987- 

) 


) 


(1992- ) 


(1993- ) 


Professional Societies and Organisations! 

Advances in Neuropyschiatry and Psychopharmacology 

Editorial Board - Raven Press (1991-1993) 

American Association for the Advancement of Science, Member 

(1976-Present) 


Representative of the Behavior Genetics Association 
Section Committee for Medical Sciences (Section N) (1986- 

1989 ) 

American College of Neuropsychopharmacology, Member 
( 1987 - ) 

Committee on Issues of Public Concern (1988- ) 


American Medical Association, Member (1982-Present) 

American Psychiatric Association, Member (1975-1979) 

Fellow (1980-Present) 

American Psychopathological Association, Fellow (1976-Present) 

Membership Chairman (1978-1984) 

Treasurer (1984-1990) 

Vice-President (1990-1991) 

President-Elect (1991-1992) 

President (1992-1993) 


American Society of Human Genetics, Member 


(1976-Present) 


Behavior Genetics Association, Member (1976-Present) 

BGA Representative to AAAS Section Committee for Medical 
Sciences 

Chairman, Publications Committee (1986-1989) 


Center for Advanced Study in the Behavioral Sciences, 

Academic Psychiatry Consortium 
(1990-1993, 1993-1996) 


Eastern Missouri Psychiatric Society, 


Member (1973-Present) 


International Society for Study of Personality Disorders, 

Board of Directors - (1991 - ) 

President, American Region - (1993 - ) 
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Psychiatric Research Society, Member (1977-Present) 

Research Society on Alcoholism (1981-Present) 

Committee on Research Development (1984-Present) 

Member, Board of Directors (1987-1990) 

Committee on Issues of Public Concern (1989-91) 

Society of Biological Psychiatry, Member (1977-Present) 

Consulting Relationships and Board Membershipst 

Consultant, American Psychiatric Association 

Task Force on Nomenclature (Diagnostic and Statistical 

Manual - III), 1978-1980 
Task Force to Evaluate DSM-III, 1983- 
Committee to Revise DSM-XII, 1984-1987 
Task Force on DSM-IV, 1988- 

Psychiatric Consultant and Member of Professional Advisory 

Council, Suicide Prevention Service of Madison - St. 
Clair Counties (1971-1993) 

Psychiatric Consultant, 3rd Judicial Circuit of Illinois 

(1973-1974) 

Special Consultant and Site Visitor, NIMH Clinical Program 

Projects and Clinical Projects Review Committees (1977- 
1980) 

% 

NIMH Psychopathology and Clinical Biology Research Review 
Committee: 

Consultant and Committee Member (1980-Present) 

Chairman, Psychopathology Subcommittee (June 1981-1983) 
Chairman (June 1983-July 1984) 

Scientific Advisor and Consultant, NIMH Affective and Anxiety 

Disorders Research Branch (1986-1989) 

Scientific Advisory Board 

Children of Alcoholics Foundation (1989 - present) 

Consultant to Director, NIAAA (1984-Present) 

Board of Scientific Counselors (1988- ) 

Consultant, World Health Organization (WHO)/ADAMHA Advisory 

Group on Diagnosis and Classification of Mental 
Disorders, and Alcohol - and Drug-Related Problems (1981- 
1985) 

Consultant Psychiatrist (1993-present) 

Member, Research Advisory Council, Texas Department of Mental 

Health and Mental Retardation (1983-1985) 
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Extramural Scientific Advisor and Consultant 

Chicago Medical School, Department of Psychiatry (1977) 
New York University Medical School, Psychiatry (1980-82) 
University of Minnesota, Dight Laboratories, Genetics 
(1985-88) 

University of Connecticut, Alcoholism Research Center 

(1986-91) 

University of Pennsylvania, Clinical Research Center 
(1987-present) 

University of Colorado, Alcohol Research Center (1991-) 

University of Oklahoma, 

Alcoholism Research Center (1987-92) 

Honorary Member - 1BC Advisory Council, 1989 

Scientific Advisory Board - Oklahoma Center of Molecular 

Medicine, 1990 

Missouri Mental Health Commission - (9/26/90 - 6/28/94) 
Pfizer Visting Professorship in Psychiatry Academic Advisory 

Committee, 1993 

Research Support: 

Governmental: 

NIMH, MH31302, Epidemiological Genetics and Family Study, 
C.R. Cloninger, M.D., P.I.; 08/01/86 - 07/31/96 

NIAAA, AA07982, Prediction of Alcohol Abuse in Swedish 
Adoptees, C.R. Cloninger, M.D. P.I.; 07/01/88 - 06/30/95 

NIAAA, AA08028, Molecular Genetic Studies of Alcoholic 
Subtypes, C.R. Cloninger, M.D., P.I.; 12/01/88 - 11/30/95 

NIMH, MH46276, Diagnostic Center for Linkage Studies of 
Schizophrenia, C.R. Cloninger, M.D., P.I.; 09/30/89 - 08/31/94 

NIAAA, AA08401, Collaborative Studies on the Genetics of 
Alcoholism, Coordinating Center, Theodore Reich, M.D., P.I.; 

10/01/89 - 09/30/94 

NIMH, MH46280, Diagnostic Center for Linkage Studies of 
Bipolar Disorder, Theodore Reich, M.D., P.I.; 

09/30/89 - 08/31/94 

MH14677, Research Training in Clinical Sciences, C.R. 
Cloninger, M.D., P.I.; 07/01/92 - 06/30/97 (transferred to T. 
Reich, 7/1/93) 


htlp//legacy.library.ucsf.edu/lid.''plr07a00;pdl 


Source: htlps: wv/w.induslrydocumt 
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Teaching Titles and Responsibilities! 


Coursemaster, Introduction to Clinical Psychiatry - Washington 
University School of Medicine II (1976-1989) 

Committee on Academic Review and Promotion (1976-1989) 

» 

Lecturer, Medical Genetics, Washington University School of 
Medicine (1980-Present) 

Clinical Sciences Postdoctoral Training Program 

Preceptor (1975-Present) 

Psychiatric Genetics Director (1980-Present) 

Overall Program Director (1985-1993) 



Betty Lobos, B.S., Predoctoral Graduate Student (1985-1993) 

Training: Quantitative and molecular genetics. 
Dissertation Topic: Genetics of Nicotine Acetylcholine 
Receptor. 




M.D 


Yutzy, 

Training: 

disorders 


• / 


Postdoctoral Fellow, 

of ! 


Nosology 


(1990-1992) 

omatoform and 


personality 


Currently: Assistant Professor of Psychiatry, Washington 
University School of Medicine 


Dragan M. Svrakic, M.D., Ph.D., Fulbright Scholar from 

University of Belgrade, Yugoslavia (Sept 88-Aug 89) 
Training: Collaboration on Cross-cultural studies of 

personality assessment and structure. 

Currently, Assistant Professor of Psychiatry, Washington 
University School of Medicine 


Stephen Dinwiddie, M.D., Postdoctoral Fellow (1987-1990) 

Training: Clinical and genetic methods for studying 

neuroadaptive processes in substance abusers. 

Currently: Assistant Professor of Psychiatry, Washington 
University School of Medicine 


Ronald Martin, M.D., Psychiatry Resident, 1975-1977 

Training: Supervised his follow-up of female felons I 
had previously studied; trained in conduct and analysis 
of longitudinal clinical studies 

Currently: Professor & Chairman of Psychiatry, 

University of Kansas at Wichita. 








Collins E. Lewis, M.D., M.P.H., Psychiatry Resident, 1975-1977 

Training: Supervised clinical and family study of 

alcoholics; trained in epidemiological methods and family 
studies. 

Currently: Associate Professor of Psychiatry, Washington 
University. 

* 

4 

william Coryell, M.D., Psychiatry Resident, 1977 

Training: Supervised his participation in a reliability 
study of a new structured interview; trained in methods 
for conducting and interpreting reliability studies. 
Currently: Professor of Psychiatry, University of Iowa. 

John P. Rice, Ph.D., Postdoctoral Fellow, 1975-1977 

Training: Directed reading about psychiatric genetics 

and genetic epidemiology; we jointly worked on extending 
methods for cultural inheritance and segregation 
analysis. 

Currently: Professor of Psychiatry & Biostatistics, 

Washington University. 


Andrew Scallet, Ph.D., Predoctoral Psychology Student, 1975- 

1976 

Training: Supervised research on assessment and double¬ 
blind treatment studies of outpatients. 

Currently: Research Psychologist, National Center for 
Toxicological Research, Jefferson, Arkansas 

» 

Lenore Teter, M.D., Psychiatry Resident, 1980 

Training: Supervised research on psychiatric social 

adjustment of recent Russian immigrants. 

Currently: Instructor in Psychiatry, Washington 

University, then private practice 

Robert Desalle, B.S., Predoctoral Genetics Fellow, 1979 

Training: Method of path analysis in studying 

inheritance of complex phenotype systems. 

Currently: Completed dissertation in Genetics, 

Washington University. 

Currently: Department of Biology, Yale University 


Peter McGuffin, M.D., Postdoctoral Fellow, 1980-1981 

Training: Advanced methods of genetic epidemiology 

including segregation, path, admixture, and linkage 
analysis. 

Currently: Professor & Chairman of Psychiatry, Cardiff, 
England 


Paul 


Van Eerdewegh, Ph.D., Predoctoral Fellow, 1980-1982 
Training: Studies of statistical properties of copaths 
and selection in multivariate systems relevant in 
quantitative genetics. 

Currently: Assistant Professor in Psychiatry in Genetic 
Epidemiology, Washington University. 
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Dennis O'Rourke, Ph.D., Postdoctoral Fellow, 1980-1983 

Training: Advanced methods of genetic epidemiology 

including segregation, path, and linkage analysis. 
Currently: Professor of Anthropology, University of 

Utah. 

Anne-Liss von Knorring, M.D., Postdoctoral Fellow, 1982-1983. 

Training: Methods of genetic epidemiology relevant to 

adoption studies. 

Currently: Professor of Child Psychiatry, University of 
Uppsala, Sweden. 

Soren Sigvardsson, D. Med. Sci., Predoctoral Fellow, 1981 

Postdoctoral Fellow, 1983 

Training: Methods of genetic epidemiology and 

multivariate analysis relevant to adoption studies; 
longitudinal and cross-fostering studies of adoptees with 
relevance to child psychiatry. 

Currently: Associate Professor of Child Psychiatry, Umea 
University. 

Nancy J. Cox, Ph.D., Postdoctoral Fellow, 1982 

Training: Advanced methods of genetic epidemiology for 
studying psychiatric disorders. 

Currently: Assistant Professor, University of Chicago. 

Eric Devor, Ph.D., Postdoctoral Fellow, 1982 

Training: Advanced methods of genetic epidemiology in 
anthropology; population structure. 

Currently: Assistant Professor of Psychiatry, University 
of Iowa, Iowa City 

Mark Zoccolillo, M.D., Psychiatry Resident, 1983 

Training: Supervised design and analysis of clinical and 
social comparison of matched groups of outpatients with 
somatoform and affective disorders; study of parenting 

and home environmental influences on children of 

outpatients. 

Currently: Assistant Professor of Psychiatry, Texas Tech 

Edward Lauterbach, M.D., Psychiatry Resident, 1984 

Training: Design and analysis of psychiatric follow-up 
studies. 

Currently: Associate Professor of Psychiatry, (Tenure) 
Mercer University School of Medicine, Macon, Georgia 

Kara Forest, B.A., Biology Honors Student, 1986 

Training: Etiology of anxiety states. 

Currently: Medical school 


51770 0957 








Wolfgang Baier, M.D., FRG Postdoctoral Fellow, 1967 

Training: Genetic, epidemiology of generalized minor 

seizures (collaborative project with Professor Doose at 
University of Kiel, FRG) 

Currently: Child Neurologist, University of Kiel 

David Craufurd, M.D., Wellcome Trust Fellow, 1987. 

Training: Psychiatric Genetics. 

Currently: Research Psychiatrist, St. Mary's Hospital,. 
University of Manchester, England. 

Sheila B. Gilligan, B.S., Predoctoral Graduate Student (1983- 

1988) 

Training: Quantitative genetics of common diseases. 

Dissertation Topic: Genetic and Phenotypic Heterogeneity 

in Alcoholism (scheduled to complete Spring, 1988). 

Currently: Postdoctoral Fellow in Human Genetics, 

Medical College of Virginia (Dr. Andrew Heath), then 
Peace Corps in Africa. 

Vicky Ryan, Undergraduate biology honors student (1987-1988) 

Training: Techniques in family studies of alcoholism. 
Currently: Medical School, University of Missouri 

David L. Garver, M.D., Sabbatical Leave from University of 

Cincinnati, Depts. of Psychiatry and Pharmacology (Sept 
88-Aug 89) 

Training: Psychiatric genetics including clinical and 

molecular aspects. 

Currently: Professor of Psychiatry, Southwestern Medical 
School, Dallas, Texas 

Harald and Gabrielle Aschauer, M.D., Medical Research Council 

of Austria Fellows 

Training: Neuropsychopharmacologist/psychiatrist coming 
for training in genetics of schizophrenia (Sept 87-March 

1989) . 

Currently: Assistant Professors in Vienna 
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SUPREME COURT OF THE STATE OF NEW YORK 
COUNTY OF NEW YORK 

f 

. j 

Index No. 1109S1/96, Judge Charles E. Ramos 


MARY ANN HOSKINS, Executrix of: the Estate o 
WALTINA BROWN and DANTE AUBAIN, individually, 

others similarly situated, 


win Paul Hoskins, 
and on behalf of 


Plaintiffs, 


r against - 


R.J. REYNOLDS TOBACCO COMPANY, 

RJR NABISCO, INC., COUNCIL FOR 
AND TOBACCO INSTITUTE, INC., 


BACCO RESEARCH-USA, INC., 


Defendants 


DECLARATION AND 


ROBERT CLONINGER, M.D. 


l. My name is C. Robert Cloninger, 


doctor 


and the Wallace Renard Professor of Psychiatry at Washington 
University School of Medicine. I am currently licensed to 


meidic 


am Board 


• I 


serve 


i 

consultant to the American Psychiatric Association, world 


Health 


OrgaJ 


nization, and National Institutes of Health, and 


am active iln clinical research on the pathogenesis, 

I . 

diagnosis, land treatment of substance dependence. A copy of 
my curriculum vitae is attached to this report. 


2 . 



I have been asked by attorneys representing R.u. Reynolds 

» 

Tobacco Co,' to review materials about Edwin Paul Hoskins, 


1 
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2 


Waltina Brown, and Dante Aubair. ar.d the claim that they have 

I 

been addicted to cigarette smoking in the case Hoskins, et 


a 1‘ v. 


fleyno 


et al. Further, I have 


i 

| r 

been asked to express my medical opinions about their 

I 

- possible addiction to cigarette smoking based on these 

materials and my expertise on substance dependence for over 

\ 

t 

twenty yearb. I have been asked to review the proposed 

I 

definition of a class of persons similarly situated and the 

♦ 

I 

opinions of: Michael Fiore and Jack Kennir.gfield ae 

I 

a 

designated experts in this case also. I may also be asked 

I 

f 

to comment bn additional materials and testimony as they 

I 

become available, including possibly testimony at trial. 


3. I have reviewed the following materials about Edwin Paul 
Hoskins, Waltina Brown, and Dante Aubain: 


a) 


b) 


c) 


Regarding Edwin Paul Hoskins, transcripts of 

9 

the oral deposition on 7/10/96, videotaped 

% 

I 

deposition on 7/11/96, volumes I and II; 

I 

Regarding Waltina Brown, transcripts of depositions 

i 

taken ion 10/9/96 and on 8/8/97; 

I 

I 

Regarding Dante Aubain, transcripts of 
depositions taken on 10/10/96 and on 8/8/97 in 


the aforementioned case 


4. 


I have also reviewed the expert disclosure reports of 

] 

Michael C. ; Fiore and of Jack E. Her.ningfieid submitted to 
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defendants' counsel by the attorneys for plaintiffs. Among 

their assertions are the claims that cigarettes and other 

i 

t 

a 

forms of tobacco are "addicting" and "dependence- 

• i 

producing",;that nicotine is the drug in tobacco that causes 

i 

I 

addiction, and that the pharmacologic and behavioral 

I 

I 

processes that determine tobacco addiction are similar to 

1 

I 

those that determine addiction to drugs such as heroin and 

ft 

I 

cocaine. They assert that smokers who try to quit are 

I 

unable to do so because of nicotine's drug-like effects. 

They also assert that the plaintiffs’ proposed class 

ft 

» 

definition accurately identifies nicotine dependent smokers 
to a reasonable degree of medical certainty. 

I 


The plaintiff's proposed claeB definition would include all 
residents of New York who sometime after June 1990 

I 

beeaxe or continued to be dependent on nicotine. 

Nicotine dependence is defined to include those 
individuals either (1) diagnosed by a health 

I 

I 

professional as dependent or. nicotine cr (2) for a 

I 

l 

period of three years have smoked 16 cigarettes per day 


smoked 


cigarette within a 


half-hour of awakening. In my opinion, their proposed 

definitionjof a class fails to distinguish smokers who 

» 

they claim:are unable to quit smoking because of the 

ft 

drug-like effects of nicotine from other smokers who 


I 


exercise their voluntary and legal choice to purchase 


I 
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4 


cigarettes in order smoke tobacco for their personal 
enjoyment, cognition-enhancement, and/cr stress- 


reduction . 


The plaintiffs are faleeiy assuming that 


• I 


* 

all repetitive use of cigarettes meeting their class 


definition is a drug addiction, rather than a choice 

I 

about personal habits, like other lifestyle choices such 

I 

I 

as exercisej diet, and recreation. The 1964 Surgeon 

I 

General's Report on Smoking distinguished between 
habituation:and addiction, whereas the 1988 Surgeon 

I 

I 

General's Report failed to make any distinction between 

I 

l 

addiction ahd the much broader concept of dependence, 

i 

i 

which can include habits or addictions. 

I 

I 

pistoriiaily, the term addiction has been utilized by 

i 

| 9 • 

scholars, scientists, researchers, clinicians, 

i 

politicians], bureaucrats and lay people to describe a 
wide variety of concepts. At the present time, the 

I 

scientific icomnunity, government agencies, and tne 

■ i 

i 

general publlic may at times use the term •’addiction” 


to 


include sucih voluntary repetitive activitiei 

intake of cjhocolaces, fatty foods, or salty 
chips, or preoccupation with sexual activity, as well as 


potato 


cigarette 


J 


ir.g 


Sometimes the distinction is made 


between voluntary choice of habits versus addiction as < 
loss of control or compulsive use contrary to what the 
person wantjs to do. Actually, the term addiction is no 
longer sanctioned by any official medical system of 


<s> 

CO 


* 

* 
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classification at the present time. Most recently both 

the who and APA have utilized the term "dependence" to 

i 

recognize not a simple syndrome but a complex interplay 

* I 

of psychological, social, and biological factors in 

l 

t 

substance ijse behavior. In the fourth and lateet 

i 

edition (1 gj94) of American Psychiatric Association's 
Diagnostic and Statistical Manual, substance 
dependencies are further specified as "with 

l 

I 

physiological dependence" and "without physiological 

I 

dependence"!. Dependencies without physiological 

I 

dependence correspond to what have traditionally been 

I 

1 

considered "habits". Dependencies with physiological 

I 
« 

dependence,! manifest by tolerance or withdrawal, may or 

4 

may r.ot correspond to what has been called an addiction. 

As described in the 1964 Surgeon General's Report on 
smoking, a substance is traditionally considered to be 
addictive only if it causes 

i 
» 

l 

(a) intoxication manifest by impaired cognition and 

I 

j udgxent, 

I 

I 

(b) aefaultj of social and occupational responsibilities, 

(c) physical dependence manifest by a consistently 
reproducible withdrawal syndrome, and 

I 

(d) toleranpe to pleasurable effects. 

According to these criteria, it is doubtful that tobacco 

« • e 

9 

or nicotinej should be classified as addicting because 

4 

I 

(a) it does! not cause intoxication with impairment of 

; co 


i 
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* 


cognition or,judgment, (b> even heavy smokers are able 

\ 

to maintain their social and occupational 

« 

responsibilities without difficulty, (c) abstinence 

I 


symptoms 


- anxiety symptoms, and (d) 

• • 

of smokina the same number 


enjoyment 


4 


i 

Drug dependence is a much broader concept than drug 

I 

9 

4 

addiction. ,The evolution of the nicotine dependence 

I 

criteria in jthe Diagnostic and Statistical Wanual of 

r 

Mental Disorders, Fourth Edition ( DSM-IV) is especially 


problematic because the properties of nicotine are not 

I 

as clearly defined as those of narcotics, alcohol, or 


cocaine. 


The first time a diagnosis for "tobacco 


dependence"jappeared in the Diagnostic and Statistical 

I 

Manual (DSM) was in the third edition (DSM-III) which 

! 

I 

was published in 1980. The earlier editions of DSM 

1 

included diagnoses for other substance use dependencies 

» 

J 

but no such! diagnosis for tobacco use. The inclusion of 

i . 

a diagnosis! for "tobacco dependence" and later (1987) 


nicotijne 


9 

has been the subject of much 


I 

controversy) within the profession. The criteria for 

I 

making the ‘diagnosis changed from the original criteria 


in DSM-III !when a revision was published in 1987, that 

i 

i 

being DSM-UI-R, and changed still again with the recen 


ation 


Throughout this 


51770 0989 





7 


period, the changes in diagnostic criteria reflected the 

existence of widespread disagreement within the 

» 

substance abuse community over the standards to define a 
dependence to tobacco. Moreover, the changes in 

diagnostic criteria have reflected tension over whether 

* 

I 

dependence ib physical in nature or solely psychological 

i 

in nature. In 1988, the Surgeon General chose to use 

e 

the term addiction in his public health statements about 
tobacco and nicotine, even though many scientists and 

I 

medical practitioners regard that term as overly 
simplistic, pejorative, and therapeutically 

I 

counterproductive in clinical practice. The 
oversimplified model that the failure of smokers to quit 
is caused by the drug-like effects of nicotine is 

inadequate fcr clinical practice or public health policy 

• • 

because the:desire to smoke is a learned habit that is 


determined by many individual personal and social 


factors and 


is not attributable simply to nicotine 


levels. For example, nicotine levels do not predict 

I 

success in stopping smoking, and nicotine replacement 

therapy does not reduce the desire or urge to smoke. 

► 

I 

r 

Self-directed regulation of lifestyle goals is the major 

» 

I 

determinant of success in stopping smoking. 

r 

Accordingly, it is counterproductive to give people an 

1 

excuse for jtheir decision not to stop smoking by saying 

a 

9 

that they ^re addicted to nicotine when the major 

► 

♦ 
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determinant of successful cessation i6 the personal 

t 

decision andl commitment not to stroke. 

I 


The plaintiffs' definition of nicotine dependence does 


not satisfy current medical standards for the diagnosis of 


dependence \ Use of sixteen cigarettes a day with 

i 

» 

consumption of the first cigarette within a half hour of 

I 

awakening jls a simplification of the ?agerstrom criteria 


for nicotine dependence. However, neither this 

I 


simplification nor the full Fagerstrom criteria are 
predictivej of success in efforts to quit smoking. Even 
research carried out by the plaintiff's expert Dr. Fiore 

l 

(JAMA 1994; 271:589-594) showed that pretreatment markers 

of nicotine dependence, such as the Fagerstrom Tolerance 

» • 

Questionnaire score, number of cigarettes smoked per day, 
years smoked, expired air carbon monoxide level, or blood 
nicotine and cotinine levels, showed no consistent 
relationship with successful smoking cessation. Likewise, 
most daily smokers are able to reduce or to step smoking 

I 

I 

abruptly without nicotine replacement and without suffering 

* . 

impairment in their ability to work or other recreation. 

I 

The occurrence of withdrawal symptoms is related to general 

# 

traits of; pessimism and anxiety-proner.ess, which reflect 

a 

I 

a 

personality and psychological expectations, rather than on 

4 

a 

nicotine levels or variation in the quantity, frequency, 

and duration of smoking. Thus, the diagnosis of nicotine 

1 

dependence, by any criteria, is inadequate to predict 
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whether someone is able tc stop smoking or not, and is 

4 

a 

certainly unable to distinguish individual smokers who 

i 

i 

cannot stop smoking because of alleged nicotine addiction 

• i 

from smokers who chose to continue smoking based on a 
decision tljiat the satisfactions outweigh the risks. 

I 

4 

The decision to continue smoking or to stop smoking 


r olng 1 v 


Although 


i 

about 75% of! current smokers say that they would like to 


stop or reduce their smoking, many fewer are actually 


committed to stepping 


In a recent survey of 189 current 


smokers whojsaid that they would like to stop smoking that I 
conducted as part of a study of personality and life style 

i 

choices in the general population, only 84% of these thought 


T 


try 


made a 


definite decision to try soon, 46% said that they were 
prepared tojdo whatever it takes to stop, and only 31% had a 

I 

definite plan to carry out their intentions. Such 

? 

I 

differences! in self -directed motivation to regulate smoking 

I 

are similar to individual differences in the motivation to 

j 

exercise moire, to eat healthier (more vegetables, fewer 

| 

sweets and [fats), to lose weight, and to reduce life stress. 


! 

4 


smoke 


very 


reasons, thjey smoke in very different patterns, their 

i 

motives to jquit are very different and their efforts to 

1 

♦ \ 

quit are v^ry different. There is simply no universal 


set of 


i 
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quit are very different. There is simply no universal 

i 

set cf criteria which accurately classifies patterns of 

« 

4 

! 

smoking behavior for each and every individual smoker. 


* 

7. Available materials document the following facts about Mr. 


Hoskins'e 


history 


Mr. Hoskins began smoking at age 


t 

14 years ijn 1944 and was smoking about half a pack (10) 

I 

cigarettes daily when he entered Cornell University at the 

4 

4 

I 

young age of 16 years. When he entered military service at 

% 

A 

age 20 he began smoking a pack a day and continued that 


ther 


r until he quit 


1994. He normally 


would not smoke in bed unless he was anxious and usually 

I 

I 

would noti smoke until he had coffee ir. the morning 

» 

a 

I 

(7/11/96,|page 30). He worked as an attorney and was 
informed about the serious health risks cf cigarettes 

J 

including; cancer. For example, his brother told him about 

• • 

the risks! of cigarette smoking when the brother stopped 

• ! 

smoking i'n 1952 after reading a Reader's Digest article on 
the health risks of cigarettes. Likewise, his children 

I 

* 

urged hini to stop smoking during the 1970s and 80s for sake 


of 


inj to 
health 


was 


own 


judge on lifestyle 1 * (7/10/96, page 32) . 


* 


However, ;he also stated that he was dependent or addicted 

i 

to smokiAg by age 15 (7/11/96, p 70) or age 25 (7/11/96, p 

i 

i 

41) whenjhe was smoking a pack a day, meaning that he could 
"no longer control myself when it came to smoking 
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cigarettes" (7/10/96, page 76). However, at the time he 

■ ^ 

says he was "hooked", he thought he could control his 

I 

a 

P 

smoking (7/11/96, page 41) and actually he did stop for 

■ 


about 


down 


then 


stop^ 


ed smoking: "It worked pretty good, but when we 


v 

I 

went back to the Legion and Rotary club, everyone was still 

4 

I 

smoking, and next thing we knew, we were right back where 

j 

we started from" (7/11/96, page 32). As a result of the 

« 

I 

♦ 

urging of his children (Vol 1, pages 66 and 67), again in 

4 

the 1980s|he quit for three weeks without problems, "felt 

a 

I 

pretty godd", but then started smoking when watching others 

t 

smoke around him. At his children's urging, again he quit 

$ 

for four months in 1985, felt good after quitting, but 
started again because he felt an urge to smoke. He found 


own 


effective 


chan other methods like hypnosis, Cigarrost, and 


American Cancer Society cessation programs. Ke did not 
seek psychiatric, medical, or psychological treatment for 

i 

♦ 

cessation because he felt he could reduce and stop on his 

p 

own without professional help (7/11/96, page 83). He 

i 

didn't seek profeesionai help because "I liked smoking and 

9 

■ 

I 

didn't re-ally feel that shrinks would do any good" and only 

I 

► 

he could decide whether to make an attempt to stop 


(7/11/96, page 96). 


type 


on what he liked, rather than on tar or nicotine levels, 


advertisements, or warnings from others including his wife. 
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doctor, and the US Surgeon General in 1964 and 1988 


(7/11/96, 


pages 59-68 and 77). He reported that he wae 


f 

first aware that he was addicted in 1994 and yet it was 


I 

around thht time that he stopped permanently by his own 

i 

I 

volition on medical advice when diagnosed with Diabetes and 

I 

I 

abdominal; cancer. After quitting he still had an urge to 

i 

smoke, whjich he overcame because of health concerns 

» 

(7/11/96,1 page 35 & 36). The same doctor (Dr. Benham) who 

ft 

advised hire to stop smoking diagnosed him as an alcoholic, 

« 

and advised him not to drink any more because most of his 

I 

medical problems stemmed from his alcoholism (Vol 12, p 

i 

92). Mr.; Hoskins admits to drinking daily after work, but 


denied that his daily drinking was ever out of control or 

I 

interfered with hie work (Vol I, 7/11/96, page 101-103; Vol 

II, page 94). 

i 

i 

9. On the basis of available materials, I have the following 

I 

opinions about Edwin Hoskins's psychiatric history. 

ft 

a) He was an intelligent, well-informed attorney, who was 

- ; • 

highljr self-directed. He chose to smoke from age 14 to 
age 64 because he liked it, and he felt he could stop 

I 

at any time he wanted to do so. At age 64 he took the 

ft 

I 

position that he had been addicted without knowing it, 

ft 

■ 

but was in fact able to quit smoking successfully even 

* 

♦ 

4 

then in response to medical advice. At age 64 and at 

ft 

4 

I 

previous occasions when he quit in the past for 3 weeks 
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9. 


and for 4 months at the urging of his children, he was 

able tcj quit without any impairment from withdrawal 

I 

symptoms. He quit smoking in the 80s at the urging of 


hie children, but restarted in response to seeing 


(b) 


others jsmoke because he also enjoyed smoking. 

♦ 

There is no evidence of severe mental defect that 


impaired hia capacity (competency) to make his own 

i 

decisions voluntarily. In my opinion, he meets the 

i 

class definition proposed by plaintiffs for nicotine 

I 

4 

dependence, but nevertheless could have quit smoking 

I 

anytime he decided to do so. He was responsible for 
hie voluntary decision not to quit entirely before 

I 

1 

1994, and in fact eventually decided to quit and did 

f 

bo successfully in 1994. 


Available materials document the following facts about 

j 

Waltina Brojwn's psychiatric history. Ms. Brown reported 

I 

that she began smoking at age 18 years when she went to 

college at Winston-Salem Teachers College in September 1957, 

i ■ 

and she quijt successfully on June 19, 1995 on medical advice 

after a strjoke (10/9/96, pages 13-15). The frequency of her 

| 

smoking according to medical records is half-pack daily, but 
she claims ,since entering into litigation that she smoked 
one and one-half pack daily, only reducing to a half-pack 
per day when she had trouble breathing (1996, pages 92-93) . 


per day when she had trouble breathing (1996, pages 92-93) . 

1 

She also claimed to have read about work by Dr. Fiore in the 


I 

I 
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newspapers in the early 1980b in which nicotine addiction 
was defined ias sixteen cigarettes daily with smoking within 

I 

■ 4 

a half-hour of awakening (1996, pages 105-106); in contrast, 

+ 

I 

I 

Dr. Fiore's Relevant publications date to the 1990s and he 

I 

l 

suggested the described criterion for dependence as part of 

I 

I 

this litigation in an affadavit provided to Mrs. Brown by 

I 

the attorneys who solicited her as a possible class 
representative. She also claimed that she had regarded her 

I 

smoking as a habit that was hard to quit until she heard 

about nicotine addiction during the testimony of Jim Johnson 

6 

comparing cigarettes and TwinkieB in 1994 (1996, pages 1C3- 

I 

I 

104, 164, 172) . She reports she first quit smoking for a 
six month period in 1969 around the time of her pregnancy 
and breast feeding, but resumed smoking when she began 

I 

socializing again (1996, page 42). She reports that she had 

' i 

symptoms ofi nervousness, anxiety, teary eyes, sleeping 

I 

problems, and bronchitis throughout the entire six months 
she stoppedj (1996, pages 40-43). Her being "slightly 

I 

I 

anxious" a^ter abstinence for two or three days is 


i 

documented I in medical records in 1993 (1996, page 95). She 


1980s for a week or two 


reported quitting other times in the 

I 

» 

when she hid bronchitis, usually cutting down gradually on 

I 

I 

cigarettes and eating candy more (1996, page 55 and ICO). 

I 

She never sought professional help for smoking cessation 
(page 116) r She does consistently state that she stopped 

4 

smoking entirely in June 19, 1995 on medical advice by her 
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own volition. 

| 

10. Cn the basis! the availabi e information, there are many 

I 

» 

inconsistencies in the Diaintiff's statements, which 


make it difficult to be confidant that she is a valid 


- member of trje proposed class. The most consistent 

documentation in medical records is that she smoked only 

I 

I 

I 

a half-pack [daily. Other statements, such as her claims 

l 

about reading about Dr. Fiore's work at a time when he 
had not done it, raise questions about the reliability 

I 

of her reports. This illustrates the problems of 

I 

delimiting 4 class without critical review of 

a 

documentation in individual cases. 


11. Available information document the following factB about Mr. 

Dante Aubain's psychiatric history. Mr. Aubain had his 

i 

first cigarette at age 10 in 1948 and became a regular 
amoker at age 16 in 1954, smoking a pack a day (1996, 

I 

t 

page 15) . ije increased to two packs a day for about six 

# 

years until!l975 (1996, page 65). Ke stated that he 

# 

I 

- • * 

knew in higlji school that smoking was a "bad habit", 

i • 

which meant!to him that it was "not good for you or bad 

i 

for you or you couldn't stop doing it'’ (1996, page 55), 

e 

like an addiction which was "something you got involved 


you 


Hi 


doctor advised him to stop smoking repeatedly but he did 


r.ot because! the " 


General 
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Dante Aubain, it was bad for people." (1996, page 77). 

♦ ► 

Mr. Aubain stated that he did not think it was 


impose 


f 

4 

to quit smoking (page 89), and he was 


successful ih quitting for more than one year around 


1990-1991. He 


seminar by a hypnotist and 


■ 

I 

stopped for bore than one year ir. order to qualify for 

I 

i 

lower life insurance rates (1996, page 102). He 
reported being irritable and tense for about one month, 

I 

but he succeeded because he had a reaeon that encouraged 

I 

him to succeed. After he passed the insurance test, a 

few months later he decided to smoke again (1996, page 

j 

103). Without the incentive of a lower insurance rate, 

I 

attending the hypnotist seminar cn other occasions was 
not successful. He haB not tried nicotine patches 
because he says he is "lazy, did not have the incentive 

t 

\ 

to stop smoking, or want to stop smoking" (page 112). 

He has r.ot asked for professional help from a doctor to 

* 

stop smoking because "I just felt I wasn't ready to stop 

l 

smoking" (page 114) . He drinks ter. cups of coffee 

I 

> 

daily, but s-ays he has never been diagnosed as dependent 
on coffee orj other substances (page 151) . Most recently 
he is still 'smoking a pack per day (1997, page 12) . He 

I 

has not sought professional assistance in smoking 
cessation, nor has he made any detailed plan to change 
his lifestyle in a way that would help him stop (1997, 
pages 14-16)'. 


16 
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4 * 

12. Baaed on available information, I have formed the following 

opinion's about Mr. Aubain's psychiatric history. Mr. 

I 

Aubair. is an; intelligent, well-informed individual with 

• I 
J 

no evidence Of a major mental defect that interferes 




- with his capacity to make decisions or regulate his own 

life. He likes to smoke and his incentive to stop has 

I 

been weak except when he desired a lower life insurance 
rate. With that incentive, he was able to successfully 
stop smoking:for over a year, and only resumed smoking 


when that incentive was no longer operative. This 
clearly illustrates that difficulty stopping smoking 

depends on tr.e personal goals and values of the 

I 

I 

individuals. In other words, the decision to continue 

I f 

I 

I 

or to stop smoking is under voluntary control of 

i 

individuals who satisfy the plaintiff's proposed 

♦ 

definition o£ a class of nicotine dependent individuals. 

I 

♦ 

Despite daily smoking, Mr. Aubain was fully able to stop 

I 

smoking in order to qualify for a better life-insurance 


rate. 


f 


J 

i 
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All payments for ny consultation in this case are made to 

Washington University Department of Psychiatry at the 

I 

standard departmental rate of $300 per hour. I have provided 

# I 
I 

26 hours consultation beginning September, 1997, 

9 

I 

I 

I 

I 

l 


Date 


\ 

ft 

I 

ft 

ft 

I 

I 

I 

i 


i 
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Date: September^ 1997 

i 

Birthplace: Beaumont, Texas 


Clelzenship: UiS.A. 


Address: Office: 


Department of Psychiatry 

Washington University Medical 
4940 Children's Place 
St. Louis, MO 63110 


School 


314-362-7005 

314-362-5594 


(phone) 

(fax) 


Home: 


7100 Delmar 

University City, MO 63130 
314-863-1338 


Present Position: Wallace Renard Professor of Psychiatry, 

also Professor of Genetics a Psychology, 
and Director of Center for Psychobiology 


of 


Personality 


Education: 


University of Texas, Austin, Texas, 1962-1966, B 

honors and special honors in Plan II 
Psychology, and Anthropology)-. 


.A. with high 
(Philosophy, 


Washington University School of Medicine, St. Louis, MO 

1966-1970, M.D. 


Epidemiology 


California 


Department of Public Health, Berkeley, California, July 


September 


Student Research Fellow (with S.B. 

University School of Medicine, 
1969-October 1969. 


Guze), Washington 
St. Louis, Missouri, 


June 


tant Resident-Assistant and Trainee (NIMH) in Psychiatry 
Washington University School of Medicine, St. Louis, 
Missouri, July 1970-June 1973. 


Research Scientist Development Awardee (NIMH) 


Quantitative 


Genetics, July 1975-1985. 


Visiting 


Laboratory 


University of Hawaii at Manoa, July 1978-June 1979 


♦ 
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Academic Poaitiona/EBploymeat: 


Instructor 1 in Psychiatry, Washington University School of 
Medicine, St. Louis, Missouri, July 1973-June 1974 


Assistant Professor of Psychiatry, Washington 
School of Medicine, St. Louis, Missouri, 


University 
July 1974-June 1978. 


Associate ;Professor of Psychiatry, Washington University 
School of Medicine, St. Louis, Missouri, July 1978-June 1981. 

I 

Associate Professor of Genetics, Washington University School 
of Medicine, St. Louis, Missouri, July 1979-June 1981 


Visiting Professor of Psychiatry and Genetics, University of 
Umea School of Medicine, Umea, Sweden, May to June, 1980. 

Professor of Psychiatry and Genetics, Washington University 

School of Medicine, July 1981-Present. 

J 

Head, Department of Psychiatry, Washington University School 

of Medicine, July 1989-March 1994 


Professor of Psychology, Washington University, July 1989- 

present. 

Wallace Renard Professor of Psychiatry, Washington University, 

July 1991-present 


Director, Center for Psychobiology of Personality, March 1994- 
preeent 


r 

Hospital Appointments: 

i 

3arnes and Allied Hospitals, St. Louis, MO 

Assistant Psychiatrist, July 1973-June 1980 

Associate Psychiatrist, July 1980-June 1981 


Psychiatrist, 


July 1981-present 


Psychiatrist-in-chief July 1989-March 1994 

i 

a 

Children* s 'Hospital of St. Louis 

Psychiatrist-in-chief, July 1989-June 1991 

Malcolm Bliss Mental Health Center, St. Louis, MO 

Consulting Psychiatrist, July 1973-1989 

I 

I ^ 

I 

Jewish Hospital of St. Louis, MO 

Associate Psychiatrist, July 1976-June 1980 

Psychiatrist, July 1980-Present 

Director of Outpatient Psychiatry, July 1976-June 1989 




* 
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Other University Appointments and Committees: 

i 

i 

steering Committee Member, McDonnell Center for Higher Brain 
Function, j1989 - 1993 


Steering Committee 

1990 - 199 ^ 

\ 

Chair, Division of 
1989 - 199} 

i 


Member, WUMS Howard Hughes Program, 


Bioscatistics Advisory Committee, 


Member, Health Care Administration Advisory Committee, 

1989 - 1993 

Member, Occupational Therapy Program Advisory Committee, 

1990 - 1993 

Medical Licensure and Board Certifications! 



and 


Boarcl of the Healing Arte of Missouri, Physicians 
Surgeons #:|2703, issued June 20, 1970 

Missouri Controlled Substance Registration #210508 
Bureau of Narcotic and Dangerous Drugs #AC4359419 

I 

Diplomate, 'American Board of Psychiatry and Neurology, 1975 



! 

I 


♦ 
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Honors and Awardst 


* 


Institute of Medicine, National Academy of Sciences, USA, 
elected: active member, May 1989 - present 


Fellow, American Association for the Advancement of Science, 

1996- present, for outstanding contributions 
in the field of psychiatry, especially 
alcoholism and personality disorders 


Phi Beta K^ppa - 1965 
Phi Beta S|gma - 1963 
Alpha Epsilon Delta - 1965 


Sandoz Award for Research in Psychiatry, Washington University 

School of Medicine (1970) 

♦ 

Research scientist Development Awards: 

Type 1 (1975-1980) MH-0048. The transmission and 

prognosis of psychiatric disorders (Quantitative Genetics 

and Environmental Genetic Interaction) 

I 

# 

Type 2 (1980-1985) Genetic epidemiology of psychiatric 
disorders 


Research Scientist Award (MH-00048) 

Genetic Epidemiology of Psychiatric Disorders (1985-1989) 
(Resigned to accept chairmanship) 

i 

Endowed Visiting Professorships 

Milton and Harriet Parker Memorial Lecturer, Ohio State 
University, Department of Psychiatry, September 1983 and 
December 1985 

John Nielson Distinguished Lecturer, University of Utah, 
Department of Psychiatry, April 1988 

I 

Stewart Wolf Distinguished Lecturer, University of 
Oklahoma, Department of Medicine, May 1988 

James Brady Lecturer, University of Colorado, 1989 

I 

Frank H. Luton Lecturer, Vanderbilt University, 1989 

I 

william D. stubenbord Visiting Professor, 

Cornell University Medical College and the Louie Calder 

Foundation, September, 1991 

Other Distinguished Lectureships 

Sigma Xi Lecturer on Natural Sciences, University of 

North Carolina, October 1987 

9 


CT) 

Nj 

<s> 

M 

Q 

<S> 

(Si 






NIH centennial Lecturer, Washington, DC, September 1987 

I 

ft 

* 

Plenary Lecturer, Research Society on Alcoholism, June 

1988 

♦ 

Pfizer visiting Professor, Columbia University and New 
York State Psychiatric Institute, October 1991 

Gudbranasdalen Medalist & Lecturer, Norwegian Medical 
Research Council, Lillehanmer, Norway, 1992 

i 

Keynotie Speaker, Australian-New Zealand Psychiatric 
Association Annual Meeting, Christchurch, New Zealand, 

1993 and 1996 

I 

Lederle Visiting Professor, Hospital de la Salpetriere, 
Paris,! France, December, 1993 

i 

Plenary Lecturer, Japanese Society of Psychosomatic 
Medicine, Kyoto, Japan, 1996 

e 

Plenary Lecturer, American College of Psychiatry, Kauai, 

Hawaii, 1996 

» 

l 

Charles E. Smith Lecturer, National Institute for 
Psychobiology in Israel, Hebrew University, Jerusalem, 
Israel 1 (Psychobiology of Human Personality), March 5, 
1998 ' 

Honorary Doctor of Medicine (M.D. honoris causa ), University 

of unjea (Sweden), October 1983 for distinguished 
contributions to genetic epidemiology of psychiatric 
disorders 

Strecker Award (The 25th Annual Institute of Pennsylvania 

Hospital Award in Memory of Edward A. Strecker, M.D.), 
1988 for significant contributions to psychiatric patient 
care and treatment by studies of the assessment and 
inheritance of personality and psychopathology 

Edgehill Nei/port Scientific Recognition Award, May 1990, 

in recognition of outstanding contributions to the 
treatment of chemically dependent persons through basic 
research 

I 

Mortimer Goodman Memorial Award, The Alliance for the Mentally 

Ill ofj Metro St. Louis, in recognition of outstanding 
service as a physician, researcher, administrator, public 
servant and friend, May 1992 

A 


\ 
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Jamea B. liaacson Memorial Award, June 1992, International 

Society for Biomedical Research on Alcoholism and 
National Foundation for Prevention of Chemical Dependency 
Disease, for excellence in scientific research into the 
causes of chemical dependency diseases 


1 Hamilton Award, March 1993, American Psychopathological 
Association, for contributions to understanding 
personality and psychopathology 


Adolf 


Award, May 1993, American Psychiatric Association, 


Meyerj, 

for outstanding contributions to the science and practice 
of psychiatry 


Editorial Responsibilitiesi 



Editor, 

Associate Editor, 


Huma; 

Field Editor, 


Editorial Boards, 


(1960-1986) 



(1980- 
(1981-1987) 


983) 



(1983-1991) 
(1989-Present) 




(1992 - 



(1987- > 



(1991- ) 

(1992- } 



(1993- ) 


(1993 - ) 



(1993 - 


▼ 

Professional Societies and Organisationst 


Advances ini Neuropyschiatry and Psychopharmacology 

Editorial Board - Raven Press (1991-1993) 

American Association for the Advancement of Science, Member 

(1976-present) 

. • 

I 

Representative of the Behavior Genetics Association 

Sectioh Committee for Medical Sciences (Ssction N) (1986- 

1989) ! 

♦ 

American College of Neuropsychopharmacology, Member 

(1987- ) | 

Commitfee on Issues of Public Concern (1988- 1997) 

I 

American Medical Association, Member (1982-Present) 

i 

American Psychiatric Association, Member (1975-1979) 

FellowJ (1980-present) 

I 

l 

* 

) 
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American Psychopathological Association, Fellow (1976-Fresent) 

Membership Chairman (1978-1984) 

Treasurer (1984-1990) 

Vice-iPresident (1990-1991) 

President-Elect (1991-1992) 

President (1992-1993) 

a j 

i 

American Society of Human Genetics, Member (1976-Present) 

I 

a 

I 

Behavior Genetics Association, Member (1976-Present) 

bga Rjepresentative to AAAS Section Committee for Medical 
Sciences 


Chai 


man, 


Publications Committee (1986-1989) 


Center fori Advanced Study in the Behavioral Sciences, 

Academic Psychiatry Consortium 
(1990-1993 , 1993-1996) 

Eastern Missouri Psychiatric Society, Member (1973-Present) 

i 

# 

international Society for Study of Personality Disorders, 

Boardl of Directors • (1991 - ) 


dent, American 


- (1993 - ) 


Psychiatric Research Society, Member (1977-Present) 

? 

Research Society on Alcoholism (1981-Present) 

Committee on Research Development (1984-Present 

Member, Board of Directors (1987-1990) 

Committee on Issues of Public Concern (1989-91) 


) 


Society ofiBiological Psychiatry, Member (1977-present) 
Consulting Relationships and Board Msabershipst 

Consultant) American Psychiatric Association 

Task Force on Nomenclature (Diagnostic and Statistical 

Manual - IXI), 1978-1980 
Task Force to Evaluate DSM-III, 1983- 
Committee to Revise DSM-III, 1984-1987 
Task Force on DSM-IV, 1988- 

» 

Psychiatrig Consultant and Member of Professional Advisory 

Council, Suicide Prevention Service of Madison - St. 
ClairiCounties (1971-1993) 

s 

j 

Psychiatric Consultant, 3rd Judicial Circuit of Illinois 

(1973-11974) 



Special Consultant and Site Visitor, NIMH Clinical Program 

Projects and Clinical Projects Review Committees (1977 
1980) 


i 
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NIMH Psychopathology and Clinical Biology Research Review 

Committee:, 

Consultant and Committee Member (1980-Present) 

Chairman, Psychopathology Subcommittee (June 1981-1983) 

Chairman (June 19B3-July 1984) 

I 

Scientific!Advisor and Consultant. NIMH Affective and Anxiety 

Disorders Research Branch (1986-1989) 

Scientific|Advisory Board 

Children of Alcoholics Foundation (1989 • present) 

Consultantjto Director, NXAAA (1984-1997) 

Board|of Scientific Counselors (1988-1992) 

Consultant^ World Health Organization (WHO)/ADAMHA Advisory 

Group; on Diagnosis and Classification of Mental 
Disorders, and Alcohol - and Drug-Related Problems (1981- 
1985) j 

Consultant Psychiatrist (1993-present) 


Member, Research Advisory Council, Texas Department of Mental 

He&lttj and Mental Retardation (1983-1985) 


Extramural Scientific Advisor and Consultant 

Chicago Medical School, Department of Psychiatry (19.77) 

New Yojrk University Medical School, Psychiatry (1980-82) 
University of Minnesota, Dight Laboratories, Genetics 
(1985-88) 

University of Connecticut, Alcoholism Research Center 
(1986-91) 

University of Pennsylvania, Clinical Research Center 
(1987-present) 

University of Colorado, Alcohol Research Center (1991-) 


University of Oklahoma, 

Alcoholism Research Center (1987-92) 

Honorary Mejnber - IBC Advisory Council, 1989 

Scientific Advisory Board - Oklahoma Center of Molecular 

Medicipe, 1990 

Missouri Mejital Health Commission - (9/26/90 - 6/28/94) 

Pfizer Vising Professorship in Psychiatry Academic Advisory 

Committee, 1993-1996 

♦ ^ 

I 

Science Advisory Board, Treatment and Research Advancements * 

Association for Personality Disorder - (1997 - ) 
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Research Support: 

Governmental: 

1 

a 

NIMH, MH313 02, Epidemiological Genetics ar.d Family Study, 
C.R. Cloninger, M.D., P.I.; 08/01/86 - 07/31/2001 

NIAAA, AA07982, Prediction of Alcohol Abuse in Swedish 
Adoptees, |C.R. Cloninger. M.D. P.I.; 07/01/88 - 06/30/95 

I 

NIAAA, AA08028, Molecular Genetic Studies of Alcoholic 
Subtypes, C.R. Cloninger, M.D., P.I.; 12/01/88 - 11/30/95 

I 

I 

NIMH, MH4ji>276, Diagnostic Center for Linkage Studies of 

Schizophrejnia, C.R. Cloninger, M.D., P.I.; 09/30/89 - 08/31/94 

4 

NIAAA, AAie40i, Collaborative Studies on the Genetics of 
Alcoholism], Coordinating Center, Theodore Reich, M.D., P.I.; 
10/01/89 -| 09/30/94 

NiMH, MH46280, Diagnostic Center for Linkage Studies of 

Bipolar Disorder, Theodore Reich, M.D., P.I.; 

09/30/89 -I 08/31/94 

I 

MH14677, Research Training in Clinical Sciences, C.R. 
Cloninger, 1 M.D., P.I.; 07/01/92 - 06/30/97 (transferred to T. 

Reich, 7/1/93) 

* 

e 

r 

Teaching Titles 1 and Responsibilitlss: 

1 

I 

• 

Coursemast^r, Introduction to Clinical Psychiatry - Washington 
UniversityjSchool of Medicine II (1976-1989) 

I 

• I 

Committee on Academic Review and Promotion (1976-1989) 

I 

I 

Lecturer, iMedical Genetics, Washington University School of 
Medicine (i980-Present) 


Clinical sciences Postdoctoral Training Program 


Preceptor (1975-Present) 

Psychiatric Genetics Director (1980- 
Overall Program Director (1985-1993) 


(1980-Present) 


k 



Betty Lobosj, B.S., 

Training: 


ijng: 

Dissertation Topic: 


Predoctoral Graduate Student (1985-1993) 
Quantitative and molecular genetics, 
'opic: Genetics of Nicotine Acetylcholine 


Receptor. 


I 

I 

I 
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Sean Yutzy, M.D., Postdoctoral Fellow, (1990-1992) 

Training: Nosology of somatoform and personality 
disorders 

Currently: Assistant Professor of Psychiatry, Washington 

University School of Medicine 

4 

• • 

% 

Dragan M.- Svrakic, M.D., Ph.D., Fulbright Scholar from 

University of Belgrade, Yugoslavia (Sept 88-Aug 89) 
Training; Collaboration on Cross-cultural studies of 
personality assessment and structure. 

Currently, Assistant Professor of Psychiatry, Washington 
University School of Medicine 

i 

Stephen Dihwiddie, M.D., Postdoctoral Fellow (1987-1990) 

Training: Clinical and genetic methods for studying 

neuroadaptive processes in substance abusers. 

Currently; Assistant Professor of Psychiatry, Washington 
University School of Medicine 

s 

I 

Ronald Martin, M.D., Psychiatry Resident, 1975-1977 
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IN THE COURT OF COMMON PI 
CUYAHOGA COUNTY, OHIO 


AUG 14ISS6 


SECURE cofcJrs 
CERAtO E. fUERST. OtTk of Carts 
P« _ >llH DEPUTY 




I tf 


JUDITH E. CHAMBERLAIN, 
INDIVIDUALLY 

AND ON BEHALF OF HERSELF 
AND ALL OTHERS SIMILARLY 
SITUATED, 

3237 Clarendon Road 
Cleveland Heights, Ohio 

and 


44118) 


WILLIAM CRIDEN, 
INDIVIDUALLY 

AND ON BEHALF OF HIMSELF 
AND ALL OTHERS SIMILARLY 
SITUATED, 

644 3rd Street, S.E. 
Massillon, Ohio 44646 

Plaintiffs, 


-v- 


THE AMERICAN TOBACCO COMPANY, 
INC. 

Six Stamford Forum 
Stamford, Connecticut 06904 
c/o Statutory Agent 
CT Corporation Systems 
441 Vine St., Suite #3810 
Cincinnati, Ohio 45202 


and 


AMERICAN BRANDS, INC. 

1700 East Putnam Ave. 

Old Greenwich, CT 06870 
c/o Statutory Agent 
Prentice>Hall Corporation 
Systems 

380 South 5th Street 
Columbus, Ohio 43215 


313491 


CASE NO. t 


307 TIMOTHY 'u MC GIItTi 




tn 
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and 




) 

B.A.T. INDUSTRIES P.L.C. ) 

Windsor House ) 

50 Victoria Street ) 

London, England SW 1H ONL ) 

) 

» and ) 

) 

R.J. REYNOLDS TOBACCO COMPANY ) 

Fourth and Main Streets ) 

Winston-Salem, NC 27102 ) 

c/o Statutory Agent ) 

Prentice-Hall Corporation ) 

Systems ) 

380 South 5th Street ) 

Columbus, Ohio 43215 ) 

) 

and ) 

> 

RJR NABISCO, INC. ) 

1301 Avenue of the Americas ) 

New York, New York 10015 ) 

) 

and ) 

) 

BROWN & WILLIAMSON TOBACCO ) 

CORPORATION ) 

1500 Brown and Williamson ) 

Tower ) 

P.O. Box 35090 ) 

Louisville, Kentucky 40232 ) 

c/o Statutory Agent ) 

CT Corporation Systems ) 

441 Vine St., Suite #3810 ) 

Cincinnati, Ohio 45202 ) 

) 

and ) 

) 

BRITISH AMERICAN TOBACCO CO., ) 

LTD. ) 

Millbank, Knowle Green Staines) 
Middlesex, England TW181DY ) 

) 

and ) 

) 

BATUS, INC. ) 

1500 Brown & Williamson Tower ) 

Louisville, Kentucky 40202 ) 

) 

and ) 

) 
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BATUS HOLDINGS, INC. ) 

1500 Brown & Williamson Tower ) 

Louisville, Kentucky 40202 ) 

) 

and ) 

) 

PHILIP MORRIS, INC. ) 

119 Fifth Avenue ) 

New York, New York 10011 ) 

c/o Statutory Agent ) 

CT Corporation Systems ) 

815 Superior Avenue, NE ) 

Cleveland, Ohio 44114 ) 

) 

and ) 

) 

PHILIP MORRIS COMPANIES, INC. ) 

120 Park Avenue ) 

New York, New York 10017 ) 

) 

and ) 

) 

LIGGETT & MYERS, INC. ) 

c/o Statutory Agent ) 

CT Corporation System ) 

815 Superior Ave., N.E. ) 

Cleveland, Ohio 44114 ) 

) 

and ) 

) 

LIGGETT GROUP, INC. ) 

c/o Statutory Agent ) 

CT Corporation System ) 

815 Superior Ave., N.E. ) 

Cleveland, Ohio 44114 ) 

) 

and ) 

) 

BROOKE GROUP, LTD. ) 

300 North Duke Street ) 

Durham, North Carolina 27701 ) 

) 

and ) 

) 

LORILLARD TOBACCO COMPANY, ) 

INC. ) 

1 Park Avenue ) 

New York, New York 10016 ) 

c/o Statutory Agent ) 

Prentice-Hall Corporation ) 

Systems ) 

380 South 5th Street ) 

Columbus, Ohio 43215 ) 
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and 


) 
) 
) 

LORILLARD, INC. ) 

c/o Statutory Agent ) 

Prentice-Hall Corp. System, ) 

Inc. ) 

380 S. 5th Street ) 

Columbus, Ohio 43215-5436 ) 

) 

and ) 

) 

LOEWS CORPORATION ) 

1 Park Avenue ) 

New York, New York 10016 ) 

) 

and ) 

) 

UNITED STATES TOBACCO COMPANY ) 
100 West Putnam Ave. ) 

Greenwich, CT 06830 ) 

c/o Statutory Agent ) 

CT Corporation Systems ) 

441 Vine St., Suite #3810 ) 

Cincinnati, Ohio 45202 ) 

) 

and ) 

) 

UST, INC. ) 

100 West Putnam Avenue ) 

Greenwich, Connecticut 06830 ) 
a/k/a U.S. Tsubaki, Inc. ) 

c/o Statutory Agent ) 

CT Corporation Systems ) 

815 Superior Avenue, NE ) 

Cleveland, Ohio 44114 ) 

) 

and ) 

) 

THE COUNCIL FOR TOBACCO ) 

RESEARCH -- U.S.A., INC. ) 

900 3rd Avenue ) 

New York, New York 10022 ) 

) 

and ) 

) 

TOBACCO INSTITUTE, INC. ) 

1875 "I" Street, N.W. ) 

Suite 800 ) 

Washington, D.C. 20006 ) 

) 

and ) 

) 
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NOVELART MANUFACTURING 
COMPANY 

d/b/a A. Topicz & Sons 
2121 Section Road 
Cincinnati, Ohio 45237 


and 


THE EBY-BROWN COMPANY 
1982 Commerce Circle 
Springfield, Ohio 45504-2012 

and 


THE KROGER CO. 
Cincinnati, Ohio 
c/o Statutory Agent 
Paul W. Heldman 
1014 Vine Street 
Cincinnati, Ohio 45201 


and 


RISER FOODS INC. 

Bedford Heights, Ohio 44146 
c/o Statutory Agent 

1600 CNB Corp. 

1375 E. 9th Street 
20th Floor 

Cleveland, Ohio 44114 


Defendants. 


Individual and representative plaintiffs Judith E. 
Chamberlain and William Criden ("Plaintiffs"), on behalf of 
themselves and all others similarly situated (the "Plaintiff 
Class"), complain against Defendants as follows: 


-5- 
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l. Through a fraudulent course of conduct that has spanned 
decades and which continues unabated to this day and which is more 

t 

fully described below: (1) Defendants have manufactured, promoted, 
marketed, supplied, and sold cigarettes to millions of Ohioans, 
including Plaintiffs and members of the Plaintiff Class, while 
knowing, but denying and actively concealing, that their cigarettes 


uuuaxu 




auuiuwxvc 


kuOwn 


as nicotine, and C2) 


Defendants have controlled and manipulated the amount of nicotine 
in their cigarettes with the express purpose and intent of creating 
and sustaining addictions to cigarettes. In other words, to ensure 
that the corporate coffers continue to overflow, the Tobacco 
Industry has single handedly created a guaranteed marketplace for 
their products by enslaving generations of unwitting Ohioans 
through nicotine addiction. 


This conspiracy of death and addiction, along with other 

wanton and willful acts of the Tobacco Industry, has directly 

1 

harmed and damaged Plaintiffs and members of the Plaintiff Class. 
Plaintiffs and members of the Plaintiff Class seek compensatory 
damages for their economic losses, personal injuries, emotional 
distress as well as punitive and exemplary damages and equitable 
relief, including the establishment of a medical monitoring fund. 

a 

These damages are sought to remedy violations by the Defendants of 
the common law doctrines of fraud, civil conspiracy, negligent 

misrepresentation; negligence; intentional infliction of emotional 

» 

distress;, negligent infliction of serious emotional distress; 
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product liability doctrines of strict liability and the breach of 
express and implied warranties; and, for violations of Ohio Revised 


Code, Chapter 1345 


Trad 


,nv 



and Chapter 4165 




11 . 




2. Venue is proper in this Court pursuant to Rule 3 of the 
Ohio Rules of Civil Procedure ("Civil Rules"). Certain Plaintiffs 
and members of the Plaintiff Class have Durchased and continue to 


purchase cigarettes manufactured and sold in Cuyahoga County, Ohio 


by the Defendants 


Defendants have advertised, marketed, supplied 


■ 

and sold cigarettes in Cuyahoga County and continue to advertise, 
market, supply and sell cigarettes in Cuyahoga County, Ohio. 

Defendants have received and continue to receive substantial 

% 

compensation, income and profits from the sales of cigarettes in 
Cuyahoga County, Ohio. 


;V f?* 


A. 



3. For their Complaint, through the undersigned counsel. 


come (1) 


Chamberlain 


(2) William Criden, both of whom 


are persons of the age of majority domiciled in the State of Ohio 
and who further appear on behalf of those individuals similarly 
situated. 


tfl 

<s> 


<s> 
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4. Plaintiff and proposed class representative Judith E. 
Chamberlain, started smoking at the age of 14. In her efforts to 


quit smoking, Ms. Chamberlain 




medical sessions at 


the,Cleveland Clinic Foundation, tried sessions with a hypnotist, 


attended the 


program 


American 


Society 


otherwise 


nicotine chewing gum and other various methods. However, due to 
her nicotine addiction, she has been unable to quit. Her addiction 


to 



has caused her out-of-pocket expenses, mental and 


physical suffering, frustration, humiliation along with other 
damages which will be proven at trial. 


5. Plaintiff and proposed class representative William 
Criden, started smoking at the age of fifteen and has tried on 
numerous occasions to discontinue the use of cigarettes, all to no 


avail. 


His addiction to cigarettes caused him out-of-pocket 
, mental and physical suffering, and frustration and 
humiliation among other damages to be proven at trial. 



B. Defendants . 


6. Defendant The American Tobacco Company, Inc. and its 
parent, Defendant American Brands, Inc., are Delaware corporations 

whose principal places of business are located at Six Stamford 

% 

Forum, Stamford, Connecticut. The American Tobacco Company and 
American Brands, Inc. manufacture, advertise, market and sell Lucky 


Strike, Pall Mall, 
Misty, Iceberg, S 


reyton, Malibu, American, Montclair, Newport, 
Cut, Silva Thins, Sobrania, Bull Durham and 
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Carlton cigarettes throughout the United States including the State 
of Ohio. On December 21, 1994, The American Tobacco Company was 
purchased by B.A.T. Industries P.L.C. who on information and belief 
has succeeded to the liabilities of the American Tobacco Co. by 

9 

operation of law or as a matter of fact (collectively "American 
Tobacco"). 


7. Defendant R.J. Reynolds Tobacco Company is a New Jersey 
corporation whose principal place of business is located at Fourth 
and Main Streets, Winston-Salem, North Carolina. R.J. Reynolds 
Tobacco Company is a wholly-owned subsidiary of Defendant RJR 
Nabisco, Inc., a Delaware corporation, whose principal place of 
business is 1301 Avenue of the Americas, New York, New York. 
Defendants R.J. Reynolds Tobacco Company and RJR Nabisco, Inc. 
manufacture, advertise, market and sell Camel, Vantage, Now, Doral, 
Winston, Sterling, Magna, More, Century, Bright Rite and Salem 
cigarettes throughout the United States including the State of Ohio 
(collectively "RJR"). 


8. Defendant Brown & Williamson Tobacco Corporation is a 
Delaware corporation. Defendant Batus, Inc. is the parent of Brown 
& Williamson Tobacco Corporation and is a Wisconsin corporation. 
Defendant Batus Holdings, Inc. is the parent of Batus, Inc. and is 
a Delaware corporation. The principal place of business of 
Defendants Brown & Williamson Tobacco Corporation, Batus, Inc. and 
Batus Holdings, Inc. is 1500 Brown & Williamson Tower, Louisville, 


Kentucky. 


Defendants Brown & Williamson Tobacco Corporation, 


Batus, Inc. and Batus Holdings, Inc. manufacture, advertise, market 
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and sell Kool, Barclay, BelAir, Capri, Raleigh, Richland, Laredo, 
Eli Cutter and Viceroy cigarettes throughout the United States 


including the State of Ohio 


Brown 


In addition to manufacturing, marketing and selling cigarettes 

within the State of Ohio, Brown & Williamson conducts business as 

♦ 

a wholesale distributor of cigarettes and other tobacco products 
within the State of Ohio. Brown & Williamson conducts business as 


a wholesale distributor of cigarettes and other tobacco products at 
3443 Medina Road, Medina, Ohio 44256-3320. 


9. 


Defendant British American Tobacco Co., Ltd. is a British 


corporation whose principal place of busines 
Green, Staines, Middlesex, England TW181DY. 


Knowle 


Brown & Williamson 


Tobacco Corporation is or was a subsidiary or division of British 

American Tobacco Co., Ltd. 


10. Defendant B.A.T. Industries P.L.C. (hereinafter "B.A.T. 
Industries") is a British corporation with its principal place of 


business at Windsor House, 50 Victoria St., London. 


Through a 


succession of intermediary corporations and holding companies 


Brown 


Corporation. Through Brown 


P.L.C. has placed cigarettes into the stream of commerce with 
expectation that substantial sales of cigarettes would be made in 


the United States 


In addition, B.A.T. Industries P.L.C. 


conducted, or through its agents and/or co-conspirators conducted, 
critical research for Brown & Williamson Tobacco Corporation on the 
issue of smoking and health. Further, Brown & Williamson Tobaccc 


- 10 - 


51770 1050 


h 












< 


Corporation is believed to have sent to England research conducted 
in the United States on the issue of smoking and health in an 
attempt to remove sensitive and inculpatory documents from United 
States jurisdiction, and these documents were subject to the 

ft 

control of B.A.T. Industries P.L.C. B.A.T. Industries P.L.C. has 
been involved in the conspiracy described herein and the actions of 
B.A.T. Industries P.L.C. has affected and caused harm throughout 
the United States including the State of Ohio. 

11. Defendants Philip Morris, Inc., and its parent, Defendant 
Philip Morris Companies, Inc., are Virginia corporations whose 
principal places of business are located at 120 Park Avenue, New 
York, New York. Defendants Philip Morris, Inc. and Philip Morris 
Companies, Inc. manufacture, advertise, market and sell Philip 
Morris, Merit, Cambridge, Marlboro, Benson & Hedges, Virginia 
Slims, Alpine, Dunhill, English Ovals, Galaxy, Players, Saratoga 
and Parliament cigarettes throughout the United States including 
the State of Ohio ("Philip Morris"). 

12. Defendant Liggett & Myers, Inc., is a Delaware corpora- 

* 

tion whose principal place of business is located at Main and 
Fuller, Durham, North Carolina. Liggett & Myers, Inc., is a 
wholly-owned subsidiary of Defendant Liggett Group, Inc., a 
Delaware corporation whose principal place of business is located 
at 700 West Main Street, Durham, North Carolina. Defendants 
Liggett & Myers, Inc., and Liggett Group, Inc., are subsidiaries of 
Defendant Brooke Group, Ltd., a Delaware corporation, whose 
principal place of business is located at 300 North Duke Street, 
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Durham, North Carolina. Defendants Liggett & Myers, Inc., Liggett 
Group, Inc., and Brooke Group, Ltd., manufacture, advertise, market 
and sell Chesterfield, Decade, L&M, Pyramid, Dorado, Eve, Stride, 

Generic and Lark cigarettes throughout the United States including 

* 

the State of Ohio (collectively "Liggett & Myers"). 


13. Defendants Lorillard Tobacco Company, Inc., and 
Lorillard, Inc., and their parent, Defendant Loews Corporation 
("Loews"), are Delaware corporations whose principal places of 
business are located at 1 Park Avenue, New York, New York. 


Defendants Lorillard Tobacco Company, Inc., Lorillard, Inc., and 
Loews manufacture, advertise, market and sell Old Gold, Kent, 
Triumph, Satin, Max, Spring, Newport and True cigarettes throughout 
the United States including the State of Ohio (collectively 
"Lorillard") . In addition, upon information and belief, Loews 
holds certain rights to a system that "is especially attractive in 


enriching the nicotine content of reconstituted tobacco." 


14. Defendant United States Tobacco Company and its parent. 
Defendant UST, Inc., are Delaware corporations whose principal 
places of business are located at 100 West Putnam Avenue, 
Greenwich; Connecticut. United States Tobacco Company and UST, 
Inc. manufacture, advertise, market and sell Sano cigarettes 
throughout the United States including the State of Ohio ("U.S. 
Tobacco"). 

a* 
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15. The Defendants named in paragraphs 7-15, above are 
sometimes collectively referred to in this Complaint as the 


"Tobacco Companies." 

# 

16. Defendant, The Council for Tobacco Research -- U.S.A., 
Inc., successor in interest to the Defendant Tobacco Industry 
Research Committee ("TIRC") (collectively "CTR"), is a nonprofit 
corporation organized under the laws of the State of New York with 
its principal place of business at 900 3rd Avenue, New York, New 
York 10022. In furtherance of the conspiracy more fully described 
herein, the CTR, on behalf of the Tobacco Companies, has repeatedly 
disseminated false information to the public through the print and 
electronic media within the State of Ohio and the County of 

Cuyahoga. 


17. Defendant Tobacco Institute, Inc. ("Tobacco Institute"), 
is a New York corporation, whose principal place of business is 
located at 1875 "I" Street, N.W., Suite 800, Washington, D.C. The 

Tobacco Institute conducted business within the State of Ohio 

/ 

through its Statutory Agent who was registered with the Ohio 


Secretary of State up to and including October 20, 1989. 


The 


Tobacco Institute operated as the public relations and lobbying arm 
of the Tobacco Companies and as such the Tobacco Institute was an 
agent, representative and/or employee of the Tobacco Companies. 
While engaged in the course of conduct alleged herein, the Tobacco 
Institute was acting within the course and scope of its agency or 

and was acting with the consent, permission, authoriza- 


employment and was acting with the consent, 
tion and knowledge of the Tobacco Companies 


All actions of 
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Tobacco Institute alleged herein were ratified and approved by the 


officers or managing agents of the Tobacco Companies. The Tobacco 


Companies, CTR and the Tobacco Institute are sometimes referred to 


herein, collectively as "Defendants" and/or the "Tobacco Industry." 


18. Each Defendant is sued individually as a primary violator 


substantial 


the accomplishment of the acts and/or omissions alleged herein. 


acting to aid and abet and substantially assist the commission of 


the fraud and wrongful conduct complained of herein, each Defendant 


acted with an awareness and knowledge 


the fraud and wrongful 


4 

conduct and realized that its conduct would substantially assist 


the accomplishment of that fraud and was aware 


its overall 


contribution to the conspiracy, scheme and common course 


wrongful conduct alleged herein, including, but not limited to, the 


manipulation of nicotine content in cigarettes and the misrepresen¬ 


tation, concealment and suppression of information 


addictive nature and properties of nicotine. 


19. Each Defendant is also sued as a co-conspirator and the 


liability of each arises from the fact that each Defendant 


knowingly entered into an agreement with the other Defendants and 


other known and unknown third parties to pursue, and knowingly 


pursued, the common course of conduct to commit or participate in 


the commission of all or part of the unlawful acts, plans, schemes, 


transactions, and artifices to defraud alleged herein, including. 


but not limited to the manipulation of nicotine content in 


cigarettes and the misrepresentation, concealment and suppression 
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of information regarding the addictive nature and properties of 
nicotine. 


20. Defendant Novelart Manufacturing Company d/b/a A. Topicz 

f 

& Sons ("Novelart"), located at 2121 Section Road, Cincinnati, Ohio 
45237, is a wholesale distributor of cigarettes and other tobacco 


products who negligently sold the products of the Tobacco Companie 




to retailers for resale throughout the State of Ohio and is liable 


to Plaintiffs 


members 


the Plaintiff Class pursuant to the 


negligence, strict liability and warranty claims contained herein. 


21. Defendant EBY-Brown Company ("EBY-Brown"), located at 
1982 Commerce Circle, Springfield, Ohio 45504-2012, is a wholesale 


distributor of 



and other tobacco product 


products of the Tobacco Companies 


who 


o 


for resale throughout the State of Ohio and is liable to Plaintiff 




and members of the Plaintiff Class pursuant to the negligence, 
strict liability and warranty claims contained herein. 


22. The Kroger Co. ("Kroger") whose principal place of 
business is Cincinnati, Ohio, owns and operates and has owned and 
operated retail grocery stores throughout the State of Ohio. 
Kroger has negligently sold cigarettes manufactured by the Tobacco 
Companies to Plaintiffs and members of the Plaintiff Class, and is 
liable to the Plaintiffs and the Plaintiff Class pursuant to the 
negligence, strict liability and warranty claims contained herein. 


23. Riser Foods Inc. ("Riser") is a Delaware company whose 
principal place of business is Bedford, Ohio and who owns and 
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operates, has owned and operated, or is the successor in interest 
to retail grocery stores throughout the State of Ohio. Riser has 
negligently sold cigarettes manufactured by the Tobacco Companies 
to Plaintiffs and members of the Plaintiff Class pursuant to the 

9 

negligence, strict liability and warranty claims contained herein. 
The wholesale and retail distributors set forth in paragraphs 21 
through 24 herein are sometimes collectively referred to as the 
"Wholesale/Retail Defendants." 

24. Plaintiffs bring this class action on behalf of them¬ 

selves and all others similarly situated, for the purpose of 
asserting the claims alleged in this Complaint on a common basis. 
Plaintiffs' proposed class is defined as: (a) All nicotine 

dependent persons who are residents and/or citizens of the State of 
Ohio who have purchased and smoked cigarettes manufactured py the 
Tobacco Companies; (b) the estates, representatives, and adminis¬ 
trators of these nicotine dependent cigarette smokers; and, (c) the 
spouses, children, relatives and "significant others" of these 
nicotine dependent cigarette smokers as their heirs or survivors 
(the "Plaintiff Class"). 

25. For purposes of further defining the Plaintiff Class 
(paragraph 25, above), and the claims asserted by Plaintiffs and 
the Plaintiff Class in this Complaint, "nicotine dependent" is 
defined as: 

U1 

<s> 

I— 4 

<s> 

(J) 

Ch 
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(a) all cigarette smokers who have been 
diagnosed by a medical practitioner as nico¬ 
tine-dependent; and/or 


(b) all regular cigarette smokers who were or 
have been advised by a medical practitioner 
that smoking has had or will have adverse 
health consequences who thereafter do not or 
have not quit smoking; and/or 


(c) persons who are or have been nicotine 

is defined under the 


dependent as that phrase 

forth in the 




Association's 
Manual 


American Psychiatric 




, Fourth Edition, 


1994 ("DSM IV") 


For purposes of the Class definition and the claims asserted by 
Plaintiffs and Plaintiff Class in this Complaint, the term 
"addictive" refers to the persistent and repetitive intake of 


psychoactive substances 



evidence of harm and a desire to 


quit; the terms dependent/dependence and addictive/addiction are 
used interchangeably. 


26. Excluded from the Plaintiff Class are Defendants herein, 
any entity in which any of the Defendants has a controlling 
interest, any officers, directors or employees of any of the 
Defendants, and the legal representatives, heirs, successors, and 
assignees of any of the Defendants or their officers, directors or 
employees. 


27. This action is brought and may properly be maintained as 
a class action pursuant to the provisions of Rule 23(B) ( 1 ) - (4) and, 
as appropriate, 23(B) (1), (B) (2) and/or (B) (3) of the Ohio Rules of 
Civil Procedure. This action satisfies the numerosity, common- 
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ality, typicality, adequacy and predominance and superiority 
requirement of those provisions. 


28. 



The 


Plaintiff Class is so numerous that the individual joinder of all 
its members is impracticable. Currently, an estimated two million 
(2,000,000) adult Ohioans smoke cigarettes. In addition, thousands 
of adolescents begin smoking for the first time every day. 
Cigarettes contain nicotine. Nicotine is an addictive drug which 


causes most 



smokers to become dependent on cigarettes. 


Plaintiffs allege that Defendants knew and intended that users of 
the Tobacco Companies' products would become addicted to these 
products. Accordingly, Plaintiffs are informed and believe, and on 
that basis allege, that the Plaintiff Class includes millions of 
members. Class members may be informed of the pendency of this 
class action by published and broadcast notice and/or o'ther methods 


proscribed by the Civil Rules. 


29. Exis 


Fact. Civil Rule 23(A) 




w and 


Common questions of law and 


fact exist as to all members of the Plaintiff Class and predominate 


over any questions 
Plaintiff Class. T] 



only individual members of the 


common 


and factual que 



from two central issues, which 



not 




without re 



Plaintiff Class member: 


from Plaintiff Class 


and which may be determined 


stances of an y particular 


(1) Defendants' course of conduct in 


manufacturing, selling and/or distributing cigarettes in Ohio; and 
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(2) the biochemical and psychoactive properties of nicotine. These 
common legal and factual questions include, but are not limited to, 
the following: 


(a) Whether the Special Projects Division of the CTR was 
fraudulently established to hide medical research that linked 
tobacco and disease and established that nicotine was addictive; 


(b) Whether nicotine is addictive; 



Whether and when Defendants knew that nicotine 



addictive; 


(d) Whether Defendants knew or should have known that 
the levels of nicotine in their cigarettes were addictive; 

(e) Whether Defendants have manipulated the levels of 
nicotine in their cigarettes; 


(f) Whether Defendants have manipulated the nicotine 
levels in their cigarettes for the purpose of causing and sustain¬ 
ing dependence on their products.; 


(g) Whether Defendants' course of conduct in denying 
that nicotine is addictive and manipulating the levels of nicotine 
in their cigarettes so as to addict consumers or sustain addiction 
constitutes fraud, deception, intentional misrepresentation and/or 
concealment of material facts; 


(h) Whether Defendants' conduct constitutes negligent 
misrepresentation; 










(i) Whether Defendants' conduct constitutes negligence; 


(j) Whether Defendants violated Ohio Revised Code 
("ORC") §1345.02, ORC §1345.03 and/or ORC §4165.02; 


(k) Whether Defendants breached express warranties; 


(1) Whether Defendants breached the implied warranty of 


merchantability; 


(m) Whether Defendants are liable for intentional 

to 

infliction of emotional distress; 


(n) Whether Defendant 




negligently designed their 



in terms of nicotine content; 


(o) whether Defendants failed adequately to warn or 
notify consumers regarding the addictive nature of cigarettes; 


(p) Whether the consistent presence of certain (fixed) 


levels of nicotine in Defendants' 
of conduct in marketing them co 



and Defendants' course 
manufacturing, design. 


and/or marketing defect for purposes of strict product liability; 


(q) Whether Defendants are strictly liable in tort for 

Sr 

selling a dangerously defective product; 


(r) Whether the Plaintiff Class members are threatened 
with irreparable harm and whether they are entitled to injunctive 
and other equitable relief including restitution, and disgorgement 


and, if so, the nature of such relief; 


cn 

"J 
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(s) Whether the Plaintiff Class members are entitled to 
medical monitoring at Defendants' expense; 


(t) Whether the Plaintiff Class is entitled to compensa¬ 


tory 


(u) Whether Defendants are liable for punitive or 
exemplary damages, and, if so, how much is necessary and appropri¬ 
ate to punish them for their conduct, and deter others, and fulfill 
the other policies and purposes of punitive and exemplary damages; 


(v) How any and all punitive and exemplary damages 
awarded to Plaintiffs should be equitably allocated among the 
Plaintiff Class; 


(w) Whether all of the Defendants have acted in concert 
, misrepresent and deceive the American public; and 


(x) Whether there has been a conspiracy to defraud the 
American public and the United States Government by the Tobacco 
Industry. 


30. 



. Plaintiffs' 


claims are typical of the claims of the members of the Plaintiff 


Class, all 


smoked 


Companies 


products. Plaintiffs and all members of the Plaintiff Class have 
sustained and/or will continue to sustain damages and injuries and 


are facing irreparable harm arising out of Defendants 


common 


U1 
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course of fraudulent conduct designed to 
addiction to and dependency on cigarettes. 


create and sustain 



4 

# 

Plaintiffs are adequate representatives of the Plaintiff Class 
because they are members of the Plaintiff Class and their interests 
do not conflict with the interests of the members of the Plaintiff 
Class they seek to represent. They have retained counsel competent 
and experienced in the prosecution of complex consumer fraud, mass 
tort, and products liability class actions, and they intend to 
prosecute this action vigorously for the benefit of the Plaintiff 
Class. The interests of the members of the Plaintiff Class will be 
fairly and adequately protected by Plaintiffs and their counsel. 


32. 



A class action is 


superior to other available methods for the fair and efficient 
adjudication of this litigation since individual litigation of 


Plaintiff Class members' claims is impracticable 


Even i f any 


Plaintiff Class members could afford individual litigation, the 
court system could not. It would be unduly burdensome to the 
courts in which individual litigation of the facts of millions of 
cases would proceed. Individual litigation further presents a 
potential for inconsistent or contradictory judgments. Individual 


litigation increases the delay and expense to all parties and the 
court system in resolving the complex legal and factual issues of 
the case. By contrast, the class action device presents far fewer 
management difficulties and provides the benefits of single 
adjudication, economies of scale, and comprehensive supervision by 


U1 




-22- 








a single court. Notice of the pendency and of any resolution of 
this Plaintiff Class action can be provided to Plaintiff Class 
members by publication and broadcast. 


4 

0 

33. The various claims asserted in this action are addition¬ 
ally or alternatively certifiable under the provisions of Civil 
Rule 23(B)(1) and/or 23(B)(2) because: 


(a) The prosecution of separate actions by the 
individual members of the Plaintiff Class would create a risk of 


inconsistent 


varying adjudications with respect to individual 


Plaintiff Class members, thus establishing incompatible standards 


of conduct for Defendants; 


(b) The prosecution of separate actions by individual 
Plaintiff Class members would create a risk of adjudications with 


respect to them that would. 


matter, be’ dispositive 


of the interests of the other Plaintiff Class members not partie 




to such adjudications or would substantially impair or impede the 
ability of such non-party Plaintiff Class members to protect their 
interests; and 


(c) Defendants have acted or refused to act on grounds 


generally applicable to the Plaintiff Class, thereby making 
appropriate final injunctive relief or corresponding declaratory 
relief with respect to the Plaintiff Class as a whole. 









. 34. The Tobacco Companies reap enormous profits from their 
manufacture and sale of cigarettes throughout the United States 
including the State of Ohio. The Tobacco Companies make, advertise 
and sell cigarettes despite their knowledge of the following facts: 
more than 10 million Americans have died as a result of smoking 
cigarettes; more than 400,000 Americans die every year as a result 
of smoking cigarettes; almost one death in every five is due to a 
smoking-related illness; the leading cause of preventable death in 
the United States today is smoking cigarettes; smoking causes 
cardiovascular disease and is responsible for approximately one 
third of all heart disease deaths; smoking causes almost all lung 
and throat cancers and is responsible for approximately one-tenth 
of all cancer deaths; smoking causes various pulmonary diseases, 
including emphysema; smoking causes stillbirths and neonatal deaths 
among the babies of mothers who smoke; and, cigarettes may contain 
any number of approximately 700 "additives," including a number of 
toxic and dangerous chemicals including nicotine. Congressman 
Henry A. Waxman (D.Calif.), Chairman, House Subcommittee on Health 


and the Environment stated recently "that cigarettes are the single 


most dangerous consumer product ever sold." 


35. Despite the overwhelming weight of scientific evidence 
that smoking cigarettes poses serious health risks, and despite the 
gruesome statistical legacy being left by the Tobacco Industry, 
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approximately 50 million Americans, including over 2 million 
Ohioans, continue to smoke cigarettes, including‘3,000 new teenage 
smokers everyday. These innocent victims continue to smoke because 


they, are addicted to or dependent upon cigarettes, 
specifically, they are addicted to nicotine, the drug in 


More 


that causes an addiction similar to that suffered by users of 
heroin and cocaine. 


36. Cigarettes contain nicotine. Nicotine is an addictive 
substance and the use of cigarettes results in addiction to them. 


Nicotine causes compulsive use of 



despite knowledge 


that they are harmful, if not lethal; nicotine has a psychoactive 
(mood-altering) affect on the brain; and, nicotine invokes what is 
called "reinforcing behavior," causing continued use of the 


nicotine-containing products, 
suffer an inability to quit, n< 


Additionally, cigarette smokers 


those who do quit (or attempt to) endure withdrawal symptoms such 

9 

as headaches, insomnia, depression, lack of concentration and 
anxiety. 


37. The addictive power of nicotine is further illustrated by 
these statistical facts: at least two-thirds of adults who smoke 


say they wish 


quit; 17 


Americans try to quit 


smoking each year, but fewer than 1 out of 10 succeed; 


every 


quits 9 try 


smokers 


they had never started smoking; after surgery for lung cancer, 
almost half of the smokers resumed smoking; among smokers who 
suffer heart attack, 38% resume smoking while they are still in the 
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hospital; even when a smoker has his or her larynx removed, 40% try 
smoking again; 70% of young people ages 12 to 18 who smoke say they 
believe they are already dependent on cigarettes; and 40% of high 
school seniors who smoke regularly have tried to quit and failed. 
According to David A. Kessler, M.D., Commissioner of the United 
States Food and Drug Administration, "once they have started 
regularly, most smokers are in effect deprived of the choice to 
stop smoking....Seventeen million Americans try to quit smoking 
each year. But, more than fifteen million are unable to exercise 
that choice because they cannot break their addiction to ciga¬ 
rettes ." 

38. The 1988 Surgeon General's Report, "The Health Conse¬ 
quences of Smoking: Nicotine Addiction" concluded: (1) 

"Cigarettes and other forms of tobacco are addicting"; (2) 
"Nicotine is the drug in tobacco that causes addiction"; and (3) 
"The pharmacologic and behavioral processes that determine tobacco 
addiction are similar to those that determine addiction to drugs 
such as heroin and cocaine." Nicotine in cigarettes is now 
recognized as an addictive substance by such major medical 
organizations as the Office of U.S. Surgeon General, the World 
Health Organization, the American Medical Association, the American 
Psychiatric Association, the American Psychological Association, 
the American Society of Addiction Medicine, the Tunerican Public 
Health Association, and the Medical Research Counsel in the United 
Kingdom. The National Institute on Drug Abuse recently called 








common 


United States 


39. 


In its August 1995 Report the U.S. Food and Drug 


Administration, 


Department 


of 


Health 


and 


Human 


Services 


("U.S.F.D.A. 1995 Report"), concluded that: 


The vast 


Cfi and many smoke¬ 
less tobacco consumers, because they are 
addicted to nicotine, use cigarettes and 

dence . Many of these consumers also use these 
products to affect mood and to control weight. 
(Emphasis supplied). 


40. Despite the recognition of nicotine's addictive proper¬ 
ties by these and other organizations, the Tobacco Companies 
continue to misinform the American public. Although it now appears 
the Tobacco Companies have known for decades, on the basis of their 
own long-concealed research and testing, that nicotine is addic¬ 
tive, the Tobacco Companies have denied, and continue to deny, that 
nicotine is addictive. 


B. 



Increase Profits 


1 





41. The industry 


as early as the 1950' s, 


when cigarette manufacturers were confronted with the publication 
of several scientific studies which sounded grave warnings on the 


health hazards of cigarettes 


One of the first of these studies 
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was published in 1952 by Dr. Richard Doll, a British researcher. 
Dr. Doll, in a statistical analysis, found that lung cancer was 
more common among people who smoked and that the risk of lung 
cancer was directly proportional to the number of cigarettes a 


person smoked. 


42. A report published in December 


1953 by Dr. Ernst L. 


Wynder of the Sloan-Kettering Institute disclosed to the scientific 
community and to the Tobacco Companies, a definitive link between 
smoking and cancer. In these tests, researchers painted, condensed 
cigarette smoke onto the backs of mice. Malignant tumors grew in 
44% of the mice. While previous statistical and epidemiologic 
studies indicated a relationship between smoking and cancer. Dr. 

f 

Wynder's study demonstrated a direct biological link between 


smoking and cancer. 


(Although Defendants have sought to discredit 


the Wynder findings, recently disclosed documents include a 1962 
letter from Lorillard to Dr. Wynder, regarding his work establish¬ 
ing smoking to be a carcinogen and the principal cause of lung 
cancer, and stating that Lorillard "considered [Dr. Wynder's] work 
above reproach, as usual.") 


43. The Doll and Wynder studies generated widespread public 

* 

concern about the health hazards of cigarettes. The widespread 


company 


later called the "Big Scare." 


44. Confronted with this evidence, the presidents of the 
leading tobacco companies met at an extraordinary gathering in the 
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Plaza Hotel 


December 


The presidents 


acknowledged the seriousness of the Doll and Wynder studies but 

% 

viewed these studies and the underlying scientific evidence 
entirely in terms of a public relations problem rather than a 


w 

public health concern. 


public relations firm 


Sc Knowlton, who coordinated this meeting, summarized in an internal 
memorandum the key issues discussed at the meeting: 


(a) the conclusion that the medical and 

public relations problems confronting the 
Tobacco Companies were "extremely serious 
and worthy of drastic action." 

(b) the conclusion that the serious nature of 

this problem was underscored by the fact 
that "the salesmen in the industry are 
frantically alarmed and that the decline 
in tobacco stocks on the stock exchange 
market has caused grave concern." 


Together, all the leading manufacturers, except Liggett & Myers, 


agreed to launch a concerted public 
the positive nature of cigarettes, 


trategy to promote 
Even though at that time. 


Liggett & Myers chose to confront these issues by "[ignoring] the 
whole controversy", Liggett & Myers later became actively involved 
in the overall conspiracy to addict Plaintiffs and the members of 
the Plaintiff Class through the manipulation of nicotine levels in 



45. Thus, the Tobacco Industry Research Committee (previously 

* 

designated the "TIRC") was conceived and born. Five of the Big Six 
cigarette manufacturers, i.e., American Tobacco, Brown & 


Williamson, Lorillard, Philip Morris, RJR and U.S. Tobacco were 









original members 


Liggett & Myers did not join until 1964, the 


same year that the Surgeon General issued its first report on 
smoking and health and concluded that cigarette smoking was a cause 


of lung cancer 


Also in 1964, TIRC changed its named to the 


# 

Council for Tobacco Research (previously designated the "CTR"). 


46. The Tobacco Industry announced the formation of the TIRC 


on January 


1954, with a newspaper announcement placed in 


virtually every city with a population of 50,000 or more, reaching 


a total circulation of more than 43 million Americans. 


The 


announcement, which appeared in both the 



and the 


Cleveland Plain Dealer , was captioned "A Frank Statement to 

e Smokers" and was run under the auspices of the TIRC with, 



inter alia , five of the Big Six manufacturers listed by name. 


47. In this announcement, the participating Tobacco Companies 
expressly represented to the public, including residents and 
citizens of Ohio, that they acknowledged and accepted their 

"special responsibility" to the public concerning the health 
hazards associated with cigarette smoking, and promised to learn 
the facts about smoking and health. This advertisement, provided 
in part: 


RECENT REPORTS on experiments with mice have 
given wide publicity to a theory that ciga¬ 
rette smoking is in some way linked with lung 
cancer in human beings. 


Although conducted by doctors of professional 
standing, these experiments are not regarded 
as conclusive in the field of cancer research. 
However, we do 


we do not believe that 
medical research, even though iti 


any serious 

results are 
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inconclusive should be disregarded or lightly 

dismissed. 


* * * 





★ * * 


Regardless of the record of the past, the fact 
that cigarette smoking today should even be 
suspected as a cause of a serious disease is a 
matter of deep concern to us. 

Many people have asked us what, we are doing 
to meet the public's concern aroused by the 
most recent reports. Here is the answer: 

1. We are pledging aid and assistance to the 

research effort into all phases of 
tobacco use and health. This joint 
financial aid will of course be in addi¬ 
tion to what is already being contributed 
by individual companies. 




For this purpose we are establishing a 
joint industry group consisting initially 
of the undersigned. This group will be 
known as TOBACCO INDUSTRY RESEARCH 
COMMITTEE. 


In charge of the research 

the Committee will be a 


activities of 

scientist of 


impeccable integrity and national repute. 
In addition there will be 


Board of 


an Advisory 
scientists disinterested in the 
cigarette industry. A group of distin¬ 
guished men from medicine, science, and 
education will be invited to serve on 
this Board. These scientists will advise 
the Committee on its research activities. 


This statement is being issued because we 
believe the people are entitled to know where 
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we stand on this matter and what we intend to 
do about it. {Emphasis supplied). 


In other words, the participating Tobacco Companies promised to 

sponsor independent research on the subject, claiming they would 

# 

make health a basic responsibility paramount to any other consider¬ 
ation in their business. The participating Tobacco Companies also 
promised to cooperate closely with public health officials. At the 
time these promises were made, the Tobacco Companies had no intent 
to honor their promises. In fact, these promises so publicly and 
dramatically made to the public have been repeatedly breached by 
the Tobacco Industry. 


48. After lulling the public into a false sense of security 
concerning smoking and health, the TIRC continued to act as a front 
for the interests of the Tobacco Industry. Despite the initial 
public statements and posturing, and the repeated assertions over 
the years that the Tobacco Industry was committed to full disclo¬ 
sure and vitally concerned with public health, the TIRC failed to 
make the public health of cigarette smokers a concern. Rather the 
TIRC, at the direction of the Tobacco Companies, acted to protect 
the Tobacco Industry's profits and failed to protect the public 
health. Beginning with the January 4, 1954 nationwide newspaper 
advertisement entitled "A Frank Statement To Cigarette Smokers," a 
coordinated, industry-wide strategy was designed to actively 
mislead, confuse and conceal from the public the true dangers 

associated with smoking cigarettes. Rather than work for the good 

% 

of the public health and sponsor independent research, as it had 
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promised, the Tobacco Companies, acting through the TIRC/CTR, 
concealed, undermined and distorted information coming from the 



scientific and medical community. 


2 . 



Tobacco 




From Its 


49. In 1946, Tobacco Company chemists themselves reported 
concern for the health of smokers. A 1946 letter from a Lorillard 
chemist to its manufacturing committee states that "Certain 
scientists and medical authorities have claimed for many years that 
the use of tobacco contributes to cancer development in susceptible 
people. Just enough evidence has been presented to justify the 
possibility of such a presumption." 


50. The health claim advertising campaigns by the Tobacco 
Companies were patently false, misleading, deceptive and/or 


fraudulent. 


These campaigns were disseminated nationally in 


popular magazines, press, radio and television and were calculated 
to induce non-smokers to commence smoking and to induce smokers to 


continue in their addiction to their harm 
damaae of the Plaintiffs and members of thi 


injury 


to the 


51. In the 1930s, in response to what industry spokesmen 


referred to as "the health scare 


the Tobacco Companies made 


express claims and warranties as to the healthiness of their 
products with reckless disregard to the falsity of their claims and 
the consequential adverse impact on consumers. Examples of these 
health warranties include the following: Old Gold - "Not a cough 


CJ1 
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in a Carload;" Camel - "Not a single case of throat irritation due 

% 

to smoking Camels;" Philip Morris - "The Throat-tested cigarette." 

52. In the New York State Journal of Medicine, Chesterfield 

4 

ads began running in 1933. They often carried claims such as, 
"Just as pure as the water you drink and practically untouched by 
human hands." 

53. In 1942, Brown and Williamson claimed that Kools would 
keep the head clear and/or give extra protection against colds. 

54. For 15 years, Philip Morris used various claims, 
including one it ran in the New York State Medical Journal in 1935 
touting studies that purportedly showed Philip Morris cigarettes 
were less irritating. An ad by the company in a 1943 issue of the 
National Medical Journal read: "'Don't smoke' is advice hard for 
patients to swallow. May we suggest instead 'Smoke Philip Morris!' 
Tests showed three out of every four cases of smokers' cough 
cleared on changing to Philip Morris. Why not observe the results 
for yourself?" An ad by the company in JAMA in 1949 stated: "Why 
many leading nose and throat specialists suggest. 'Change to 
Philip Morris'.,.." 

# 

9 

55. During the 1950s the Tobacco Companies employed yet 
another method of description in manufacturing and advertising to 
boost sales to counter the "health scare." The Tobacco Companies 
manufactured filtered cigarettes that were advertised with explicit 
and/or implicit warranties of tar/nicotine content and health 
claims. The Tobacco Companies' health claims and claims as to the 
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effectiveness of the filters in removing tar and nicotine were 
knowingly deceptive when made, and/or were made with reckless 

disregard for the health risks to the cigarette smokers. 

♦ 

# 

56. A publication called Tobacco and Health (later Tobacco 
and Health Research) was created by the Tobacco Industry and was 
used by them to disseminate false information and create confusion 

4 

over the causal connection between cigarette smoking and disease. 
It was distributed to the press, doctors, and health officials. 
The "Criteria for Selection" of articles for publication included 
an example of "a report in which smoking-associated diseases are 
questioned." 


57. The deceptions and misrepresentation made by the Tobacco 
Industry in the 1954 "Frank Statement to Cigarette Smokers" have, 
over the years, been repeatedly renewed by the Tobacco Industry. 
For example, in furtherance of the conspiracy, RJR Chairman Bowman 
Gray told Congress in 1964: "If it is proven that cigarettes are 
harmful, we want to do something about it regardless of what 
somebody else tells us to do. And we would do our level best. 
It's only human." 


58. 


January 


True 


article written by Stanley Frank called "To Smoke or Not to Smoke - 
- That is Still the Question." The article dismissed the evidence 
against smoking as "inconclusive and inaccurate" and claimed that 
"[s]tatistics alone link cigarettes with lung cancer -- it is not 
accepted as scientific proof of the cause and effect." A few 
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months later 


a similar but shorter article appeared in the 


National Enquirer entitled "Cigarette Cancer Link is Bunk" written 
by "Charles Golden" (a fictitious name commonly used by the 


Enquirer.) 
reprints of 


The real author was Stanley Frank. 


True 


Two million 


cians, scientists, journalists, government officials, and other 


opinion leaders with a small card which stated. 


"As a leader in 


your profession and community, you will be interested in reading 
this story from the January issue of True Magazine about one of 


today's controversial issues." The cost for this v 
and Williamson, Philip Morris and R.J. Reynolds. 


Brown 


It was subse¬ 


quently 


Stanley Frank had been paid $500 to write 


the article by Joseph Field, 


public 


for Brown and Williamson. Brown and Williamson reimbursed Field 


for that amount. 


59. In 1970, in furtherance of the conspiracy, the Tobacco 
tute ran a follow-uD announcement caotioned "A Statement About 


Tobacco and Health" which stated: 


a. 





health , and about certain diseases that have 
been associated with tobacco use." 


1954 by establishing the Tobacco 
Research Committee which provides 
grants to independent scientists. 


Industry 

research 





c. 


"Scientific advisors inform us that 


until much more is known about such diseases 


tn 

A A 


■ 
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as lung cancer, medical science probably will 
not be able to determine whether tobacco or 
any other single factor plays a causative role 
-- or whether such a role might be direct or 
indirect, incidental or important." 


d. "We shall continue all possible 

efforts to bring the facts to light." 
(Emphasis supplied). 


60. Also, in 1970, the Tobacco Institute ran yet another 
announcement captioned "The question about smoking and health is 
still a question." In this announcement, the Tobacco Institute 
stated: 


a. "(A] major portion of this scien- 
tific inquiry has been financed by the people 
who know the most about cigarettes and have a 
great desire to learn the truth ... the 
tobacco industry." 

b. " [T]he industry has committed itself 
to the task in the most objective and scien¬ 
tific way possible." 

c. "In the interest of absolute objec¬ 
tivity, the tobacco industry has supported 
totally independent research efforts with 
completely nonrestrictive funding." 

d. "Completely autonomous, CTR's 
research is directed by a board of ten scien¬ 
tists and physicians... This board has full 
authority and responsibility for policy, 
development and direction of the research 
effort." 

e. "The findings are not secret." 

f. "From the beginning, the tobacco 
industry has believed that the American people 
deserve objective scientific answers. 


61. Again, in 1970, the Tobacco Institute stated "The Tobacco 

•• fe 

Institute believes that the American public is entitled to 
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complete, authenticated information about cigarette smoking and 


health." 


The Tobacco Institute further stated that "The tobacco 


industry recognizes and accepts a responsibility to promote the 
progress of independent scientific research in the field of tobacco 

9 

and health." 


62. These statements, as made public to Ohio consumers, 
including Plaintiffs and members of the Plaintiff Class, were 
published on behalf of the Tobacco Industry in furtherance of the 
conspiracy and with the malicious intent (1) to misrepresent facts 
known or which reasonably should have been known by the Tobacco 


Industry and/or (2) 


withhold material facts which were known o 
d have been known by the Tobacco Industry 


these misrepresentations and/or material omissions were made by the 
Tobacco Industry with the knowledge and intent that such 
misrepresentations and omissions would be relied upon by Plaintiffs 
and members of the Plaintiff Class; and these misrepresentations 


and omissions were in fact 


members 


the Plaintiff Class. 


63. 


In direct contrast to what the Tobacco Industry was 


telling the public, a memo from Tobacco Institute vice president 
Fred Panzer to president Horace Komegay dated May 1, 1972, 
acknowledged that the industry had employed a single strategy for 
nearly 20 years to defend itself on three major fronts: litiga¬ 


tion, politics, and public opinion. 


This strategy consisted of 


"creating doubt about the health charge without actually denying it 


public's right to smoke 
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them to take up the practice -- encouraging objective scientific 


Panzer said 


strategy 


le question of health hazard." 
successful on the litigation 


front and had "helped make possible an orderly retreat" on the 
political front, but that the situation had deteriorated on the 


public opinion front. 


To remedy the public opinion problem, he 


proposed that the Tobacco Industry supply the public with "ready 
made credible alternatives" to the prevalent view that smoking 
causes cancer, such as generic and environmental explanations for 
smoking-related diseases. 


64. On April 14, 1994, the chief executives of the Tobacco 
Companies testified under oath before the Subcommittee on Health 


and the Environment of the Committee on Energy and Commerce 
House of Representatives, chaired by Congressman Waxman. 


These 


executives knowingly made material misrepresentations and/or 
omissions to the Subcommittee about smoking, health and addiction, 
and in particular, stated that nicotine is not addictive. These 
statements were made with the knowledge that they would be 


communicated to Ohio consumers 
included the following: 


This testimony to the Subcommittee 


a. Andrew Tisch, then CEO of Lorillard, 

asserted that smoking does not cause cancer. 
"We have looked at the data and the data that 
we have been able to see has all been statis¬ 
tical data that has not convinced me that 
smoking causes death." 


C J\ 


<S> 


b. Philip Morris Pres 
William I. Campbell said that: 


President and CEO 
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(1) "Philip Morris does not manipu¬ 
late nor independently control the 
level of nicotine in our products." 


(2) "Cigarette 
addictive." 


smoking 


is 


not 


(3) 


"Philip Morris research does 


not establish that smoking is addic¬ 
tive. " 


c. R.J. Reynolds CEO James W. Johnson 
said that "smoking is no more addictive than 
coffee, tea or Twinkies.".~. - 



65. An announcement placed by Philip Morris in newspapers 
across the county in April 1994, affirmatively represented that 
Philip Morris does not "manipulate" nicotine levels in its 
cigarettes, and that "Philip Morris does not believe that cigarette 
smoking is addictive." 


66. RJR placed a similar announcement in newspapers across 
the United States in 1994 stating that "we do not increase the 
level of nicotine in any of our products in order to addict 


smokers. 


Instead of increasing the nicotine levels in our 


products, we have in fact worked hard to decrease tar and nico¬ 


tine. . . . " 


RJR's announcement then touted its use of "various 


techniques that help us reduce the tar [and consequently the 
nicotine] yields of our products." 


67. These statements mislead the consuming public because, as 
alleged above, Philip Morris and RJR use various sophisticated 
techniques to increase the nicotine content in their cigarettes and 


thus, the actual nicotine delivery to the smokers. 
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68. The recent disclosures of the sworn testimony of a former 


research chief for Brown & Williamson Tobacco Corporat 


Dr. 


Jeffrey S. Wigand, and former Philip Morris scientists, Jerome 
Rivers, Dr. Ian L. Uydess and Dr. William Frone, directly contra- 
diet the testimony of the Tobacco Companies regarding addiction, as 


well 


Industry's denial of nicotine manipulat 


3. 


n_ 

ndu 


u 


u 


69. Even though the Tobacco Companies could have designed and 

a 

manufactured a safer cigarette, the Tobacco Companies have failed 


and refused to do so 


The need for a "safer" tobacco product 


harmful 


and/or formed as a result of burning. 


These compounds include 


carbon monoxide, nicotine, nickel, carbon dioxide, benzene, 
hydrazine, formaldehyde, Polonium-210, ammonia, nicotine sulfate. 
Freon II, hydrogen cyanide and certain liver toxins known collec¬ 
tively as furans. More than forty (40) known carcinogens are found 


in cigarette tobacco. 


••i 

The Tobacco Companies artificially add 


chemicals and flavorings to their products that increase toxicity 
and/or carcinogenicity. 


70. At Liggett & Myers, Dr. James Mold conducted tests to 
divide the components of cigarette smoke into separate components 
in order to interrupt the process that produces carcinogens through 
the use of a catalyst. Liggett & Myers researchers were able to 
produce a so-called "safer" cigarette, designated as the "XA 
Project" that eliminated the carcinogenic activity on mouse skin. 
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However, Liggett & Myers did not want to be identified publicly as 
the source of the research behind this non-carcinogenic "safer" 
cigarette. 

■ 

4 

i 

71. Liggett & Myers instructed its researchers that any 
meetings held that pertained to the "safer" cigarette project were 
to be attended by a lawyer and that all reports, notes or memoranda 
should go to the Liggett & Myers legal department. The "safer" 
cigarette was never marketed. 


72. 


XA 



. One was that Liggett & Myers feared that the marketing of 
a "safer" cigarette would be, in essence, a concession that its -- 

and the Tobacco Industry's other cigarettes were not safe. Second, 

■ 

industry leader Philip Morris threatened to retaliate against 
Liggett & Myers if it broke ranks with the ongoing Tobacco Industry 


conspiracy 


73. Dr. Mold, who was assistant 'director of research at 
Liggett & Myers during the development of the "safer" cigarette, 
has provided the following overview of the XA Project and its 
abandonment: 


a. Dr 
produced a 
produced a 
commercially 
consumer 




activity.... 


Mold stated that the XA project 

cigarette. He stated, "We 

which was, we felt, 

acceptable as established by some 
, which eliminated carcinogenic 



b. 

meetings 

lawyers. 

meetings 


Dr. Mold stated that after 1975, 
on the project were attended 
Lawyers collected notes after 
All documents were directed to 


all 

by 

all 

the 


cn 


<S> 
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law department to cloak the documents with the 
attorney-client privilege. He stated, "When¬ 
ever any problem came up on the project, the 
Legal Department would pounce upon that in an 
attempt to kill the project, and this happened 
time and time again." 


c. Dr. Mold was asked 
Myers didn't market a 
stated, 



why Liggett & 
cigarette. He 


"Well, I can't give you, you know, a 
positive statement because I wasn't 
in the management circles that made 
the decision, but Z certainly had a 
pretty fair idea why...(T)hey felt 
that such a cigarette, if put on the 
market, would seriously indict them 
for having sold other types of ciga¬ 
rettes that didn't contain this, for 
example...(a)t a meeting we held 
in...New Jersey at the Grand Met 
headquarters.. .at which the various 
legal people involved and the man¬ 
agement people involved and myself 
were present. At one point, Mr. 
Dey...who at that time, and I guess 
still is the president of Liggett 
Tobacco, made the statement that he 
was told by someone in the Philip 
Morris Company that if we tried to 
market such a product that they 
would clobber us." 


m 
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74. A memorandum authored by an attorney at the firm of 
Shook, Hardy & Bacon, long-time lawyers for the Tobacco Industry, 
confirmed the existence of the conspiratorial nature of the Tobacco 
Industry's position regarding the production and sales of a "safer" 
cigarette. 

75. The 1987 memorandum was written in the context of the 
marketing by RJR of a smokeless cigarette, Premier, that heated 
rather than burned tobacco. The Shook, Hardy attorney wrote that 

e 

the smokeless cigarette could "have significant effects on the 









tobacco industry's joint defense efforts" and "(t)he industry 

position has always been that there is no alternative design for a 

% | 
cigarette as we know them." The attorney also noted that, 

w 

"Unfortunately, the Reynolds announcement... seriously undercuts 
this component of industry's defense." 



76. By no later than the early 1960s and perhaps as early as 
the 1940's Defendants were fully aware, based on their own 
scientific research, that nicotine is an addictive substance and 
that regular cigarette smoking results in nicotine dependence. For 
example, an internal Philip Morris report from 1971 describes the 

Pi 

difficulties a smoker has in stopping smoking once he or she is 
addicted to nicotine: "Even after eight months quitters were apt 
to report having neurotic symptoms, such as feeling depressed, 
being restless and tense, being ill-tempered, having a loss of 
energy, being apt to doze off, etc. They were further troubled by 
constipation and weight gains...." 

77. An internal report written in 1973 by William L. Dunn, 
Jr., a senior scientist with Philip Morris, provides a more 
startling picture: 


The primary incentive to cigarette smoking is 
the immediate salutatory affect of inhaled 
smoke upon body function... .As with eating and 
copulating, so it is with smoking. The 
physiological effects serve as the primary 
incentive; all other incentives are secondary 
••.. Without nicotine , the argument goes, there 
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would be no smokin' 


Some 



m 


m< 


1) No one has ever become a cigarette 
smoker by smoking cigarettes without nicotine. 

2) Most of the physiological responses 
to inhaled smoke have been shown to be nico¬ 
tine-related. (Emphasis supplied) . 


78. Another internal Philip Morris document, this one from 


1981, acknowledges that 


Nicotine is a 
with multiple 
most important 
Nicotine and , 


powerful pharmacological 
sites of action and may 


agent 




im' 


of ou 


i „ ii 



ina" and theories have been advanced for 
"nicotine titration" by the smoker. Nicotine 
is known to have affects on the central ner¬ 
vous system as well as influencing memory, 

learning, pain perception, response to stress 
and level of arousal. (Emphasis supplied). 


79. Additional documents, which are similarly replete with 
evidence of the Tobacco Industry's knowledge of the addictive 
nature of nicotine, further demonstrate the Tobacco Industry's 
wanton and reckless disregard of this knowledge: 


(a) 


In 1962, Sir Charles Ellis, scientific advisor to 


the board of directors of British American Tobacco Company 
("BATCO") , Brown & Williamson's parent company, stated at a meeting 


of BATCO's worldwide subsidiaries, that "smoking 


a habit of 


addiction" and that "(n]icotine is not only a very fine drug, but 
the technique of administration by smoking has considerable 
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psychological advantages...." He subsequently described Brown & 
Williamson as being "in the nicotine rather than the tobacco 
industry." 

m 

(b) A research report from 1963 commissioned by Brown & 
Williamson states that when a chronic smoker is denied nicotine: 
"A body left in this unbalanced state craves for renewed drug 
intake in order to restore the physiological equilibrium. This 

unconscious desire explains the addiction of the individual to 
nicotine." No information from that research has ever been 
voluntarily disclosed to the public; in particular, it was not 
shared with the Committee that was preparing the first United 

m 

States Surgeon General's report and hence was not reflected in that 
report. 

(c) Addison Yoaman, General Counsel at Brown & 
Williamson, summarized his view about nicotine in a 1963 internal 
memorandum: 

Moreover, nicotine is addictive. We are, 
then, in the business of selling nicotine, an 
addictive drug.... 

(d) Internal reports prepared by Philip Morris in 1972 
and the Philip Morris U.S.A. Research Center in March 1978 
demonstrate Philip Morris' understanding of the role of nicotine in 
tobacco use: "We think that most smokers can be considered 
nicotine seekers, for the pharmacological effect of nicotine is one 

4 

of the rewards that come from smoking. When the smoker quits, he 









forgoes his accustomed nicotine. The change is very noticeable, he 
misses the reward, and so he returns to smoking." 


(e) In a 1972 document entitled "RJR Confidential 

♦ 

Research Planning Memorandum on the Nature of the Tobacco Business 
and the Crucial Role of Nicotine Therein," an RJR executive wrote: 


In 


a sense, the tobacco industry may 
thought of as being a specialized, highly 
ritualized, and stylized segment of the 
pharmaceutical industry. Tobacco products 
uniquely contain and deliver nicotine, a 
potent drug with a variety of physiological 


be 



80. Documents from a BATCO study called Project Hippo, 
uncovered only in May 1994, show that as far back as 1961, this 


cigarette company was actively studying the physiological and 
pharmacological effects of nicotine. In furtherance of the Tobacco 


Industry 


Project Hippo reports were circulated to other 


Tobacco Companies and to the 


demonstrating both that the 


Tobacco Industry's nicotine research was shared and that the 
individual members of the Tobacco Industry were acting in concert 
to achieve a single goal -- the addiction of millions of Americans 
and therefore Ohioans to obtain as much profit as could be reaped 
from this senseless addiction. BATCO sent the reports to officials 
at Brown & Williamson and RJR, and circulated a copy to TIRC with 
a request that TIRC "consider whether it would help the U.S. 


industry 


s 


Committee." Ultimately, these reports were withheld from the 


Surgeon General's Committee to the detriment of Plaintiffs and 


members of the Plaintiff Class. & 
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81. Similarly, an RJR-MacDonald Marketing Summary Report from 


1983 concluded that 


primary 


reason people smoke "is probably 
the physiological satisfaction provided by the nicotine level of 
the product." 


82. To this day, the Tobacco Companies, acting in concert 
with each other and the Tobacco Industry, have actively concealed 
from public health officials, the public and therefore Plaintiffs 
and members of the Plaintiff Class their extensive knowledge of the 
addictive properties of nicotine and its critical role in smoking 


while continuing to publicly proclaim that nicotine i 
addictive and that cigarettes are not harmful to health. 


not 



83. As recently as December 1995, the 
reported on an internal Philip Morris draft document analyzing the 
competitive market for nicotine products for the years 1990-1992. 
The report describes the importance of nicotine: "Different people 


smoke for different reasons. 


primary 


nicotine into their bodies." It is a physiologically active, 
nitrogen containing substance. Similar organic chemicals include 
nicotine, quinine, cocaine, atropine and morphine. While each of 

these substances can be used to affect human physiology, nicotine 

♦ 

has a particularly broad range of influence. During the smoking 



nicotine is inhaled into the lungs in smoke 


enter 




the 


bloodstream and travels to the brain in about eight to ten 
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84. Recently 



handwritten notes dated 1965 from 


Ronald A. Tamol, who until 1993 was Philip Morris' Director of 

% 

Research and Brand Development, refer to "minimum nicotine ... to 
keep, the normal smoker hooked." 


85. Patent filings by the Tobacco Companies further reveal 
their knowledge of the addictive quality of nicotine. In a 1971 
patent filing, Philip Morris talks about maintaining the "nicotine 
content at a sufficiently high level to provide the desired 
physiological activity." Years of numerous patent filings by the 


industry's knowledge 


is addictive. 



86. Despite their knowledge that as a result of nicotine, 

smoking is extremely addictive, the Tobacco Companies 
continue to deny that smoking is addictive. Through their sworn 
testimony to Congress, their individual advertising and public 



ions 


campaigns 


and collectively through the Tobacco 


Institute, the Tobacco Companies have successfully promoted and 
sold cigarettes by concealing and misrepresenting their highly 
addictive nature. 


87. 


publicly denying to Congress and the American 


Companies were 
pie, including 


Plaintiffs and members of the Plaintiff Class, the addictive nature 


Drug 


ing nicotine addiction from 



The FDA concluded: 
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The Food and Drug Administration has conducted 
an extensive investigation and has engaged in 
comprehensive analysis regarding the agency's 
jurisdiction over nicotine-containing ciga¬ 
rettes and smokeless tobacco products. 

• • • 

The Agency has obtained evidence concerning 
the knowledge of cigarette and smokeless 
tobacco product manufacturers about the phar¬ 
macological and addictive effects of nicotine 
in cigarettes and smokeless tobacco, and their 
manipulation of nicotine delivery to satisfy 
users' physiological need for nicotine, from 
the major manufacturers of these products and 

from CTR. 


(U.S.F.D.A. 1995 Report). 

88. On February 25, 1994, David A. Kessler, M.D., 
Commissioner of the FDA, sent a letter to Scott D. Bailin, Esq., 
Chairman of the Coalition on Smoking and Health asserting: 


Evidence brought to our attention is 
accumulating that suggests that cigarette 
manufacturers may intend that their products 
contain nicotine to satisfy an addiction on 
the part of some of their customers. The 
possible inference that cigarette vendors 
intend cigarettes to achieve drug effects in 
some smokers is based on mounting evidence we 
have received that (1) the nicotine ingredient 
in cigarettes is a powerfully addictive agent 
and (2) cigarette vendors control the levels 
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of nicotine that satisfy this addiction. 


89. In response to Kessler's letter, on March 15, 1994, in a 
letter to The New York Times . James W. Johnston, Chairman and Chief 
Executive Officer of RJR, continued to assert that nicotine was not 
addictive. Johnston based his assertion upon the success rate of 
American adults who had quit smoking. 




90. On March 25, 1994, David Kessler testified before the 

Waxman Subcommittee that "the cigarette industry has attempted to 
frame the debate on smoking as the right of each American to 
choose. The question we must ask is where smokers really have the 

to 

choice." Dr. Kessler stated: 


a. "Accumulating evidence suggests that 
cigarette manufacturers may intend this result 
-- that they may be controlling the levels of 
nicotine in their products in a manner that 
creates and sustains an addiction in the vast 
majority of smokers." 

b. "We have information strongly suggesting 
that the amount of nicotine in a cigarette is 
there by design." 


c. "[T]he public thinks of cigarettes as 
simply blended tobacco rolled in paper. But 
they are much more than that. Some of today's 
cigarettes may, in fact, qualify as high 
technology nicotine delivery systems that 
deliver nicotine in precisely calculated 
quantities -- quantities that are more than 
sufficient to create and sustain addition in 
the vast majority of individuals who smoke 
regularly." 


thinks of cigarettes as 


But 


d. " (T]he history of the tobacco industry is 
a story of how a product that may at one time 
have been a simple agricultural commodity 
appears to have become a nicotine delivery 


cvehorn w 

w J W W Will • 


e. 


"[T]he cigarette 


enormously 

manipulating 


industry has developed 
:ated methods for 


sophisticated methods fc 
nicotine levels in cigarettes." 


f. "In many cigarettes today, the amount of 
nicotine present is a result of choice, not 
change. [S]ince the technology apparently 
exists to reduce nicotine in cigarettes to 
insignificant levels, why, one is led to ask, 
does the industry keep nicotine in cigarettes 

at all?" 
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91. On June 21, 1994, Dr. Kessler told the Waxman 
Subcommittee that FDA investigators had discovered that Brown & 
Williamson had developed a high nicotine tobacco plant, which the 
company called Y-l. This discovery followed Brown & Williamson's 
flat denial to the FDA on May 2, 1994, that it had engaged in "any 
breeding of tobacco for high or low nicotine levels." 

92. When four FDA investigators visited the Brown & 
Williamson plant in Macon, Georgia on May 3, 1994, Brown & 
Williamson officials denied that the company was involved in 
breeding tobacco for specific nicotine levels. 

93. In fact, in a decade-long project. Brown & Williamson 
secretly developed a generically engineered tobacco plant with a 


nicotine content more than twice the average found naturally in 


flue-cured tobacco. Brown & Williamson took out a Brazilian patent 
for the new plant, which was printed in Portuguese. Brown & 
Williamson and a Brazilian sister company. Souza Cruz Overseas, 
grow Y-l in Brazil and shipped it to the United States where it was 
used in five Brown & Williamson cigarette brands sold in Ohio, 
including three labeled "light." When the company's deception was 
uncovered, company officials stated that nearly four million pounds 
of Y-l were stored in company warehouses in the United States. 


94. As part of its cover-up, Brown & Williamson even went so 
far as to instruct the DNA Plant Technology Corporation of Oakland, 
California, which had developed Y-l, to tell FDA investigators that 
Y-l had "never [been] commercialized." Only after the FDA 
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discovered two United States Customs Service invoices indicating 
that "more than a million pounds" of Y-l tobacco had been shipped 
to Brown & Williamson on September 21, 1992, did the company admit 
that.it had developed the high-nicotine tobacco. 

95. The public, including Plaintiffs and members of the 
Plaintiff Class, is only now learning of the measures taken by the 
Tobacco Industry to misrepresent, omit and conceal the truth about 
nicotine. On March 31, 1994, Congressman Waxman released a copy of 
a previously secret Philip Morris-funded research study 
substantiating the addictive nature of nicotine. Philip Morris 
scientists, upon conducting tests, found strong evidence concerning 
the addictive nature of nicotine, which suggested that further 
testing should be done. The experiment used in the study -- self- 
administration by rats --is one of the primary tests used by the 
u.s. Food and Drug Administration, the U.S. Drug Enforcement Agency 
and the World Health Organization to determine whether a drug is 
addictive. The research was submitted in 1983 to the scientific 
journal Psvchopharmacologv and was accepted for publication. Prior 
to publication, the journal was notified by the scientist that the 
article was being withdrawn citing "factors beyond my control." 
The scientist subsequently left Philip Morris and in 1986 
resubmitted a revised version of the article to the journal. After 
the article was again accepted for publication, the scientist was 
again forced to withdraw it by Philip Morris. 

96. Had the Tobacco Companies disclosed their knowledge of 
the addictive nature of nicotine, the public, including Plaintiffs 
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and members of the Plaintiff Class would have years ago become 
aware of the fact of the addictiveness of nicotine and the 
scientific and medical community would have years ago had access to 
critical secrets of the Tobacco Industry on the subject, which 

I 

would have resulted in a more rapid popular determination and 
consensus on the subject. The Tobacco Industry engaged in an 
ongoing conspiracy to actively misrepresent, omit and conceal the 
truth about nicotine in order to sustain the addictions of existing 
cigarette smokers and to "hook" thousands of new smokers every day, 
including Plaintiffs and members of the Plaintiff Class, so that 
the Tobacco Companies could continue to profit at the expense of 
the lives and health of the consuming public. In fact, according 
to an April 31, 1994 article in the Houston Chronicle, 
approximately 25.4 billion packs of cigarettes are sold in the 
United States each year. Clearly, the Tobacco Industry's 
"Conspiracy of Death and Addiction" has been successful. 

97. Not only did the Tobacco Industry know, misrepresent, 
omit and conceal that nicotine is an addictive drug, Plaintiffs and 
the Plaintiff Class are informed and believe that the Tobacco 
Industry requires that their cigarettes contain sufficient nicotine 
to satisfy addiction on the part of smokers, and therefore 
manipulates and controls the levels of nicotine in these products 
to create and sustain the addiction. It is this scheme to deceive 
the American public, including Plaintiffs and members of the 
Plaintiff Class, that enables the Tobacco Companies to not only 
sell its life threatening and addictive products to over two 
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million Ohio residents and citizens but more importantly, to make 
these Ohioans captive customers of the Tobacco Industry. 


D 


acco 


v 



98. Plaintiffs and members of the Plaintiff Class are 
informed and believe that the Tobacco Companies control and/or 
manipulate the levels of nicotine in cigarettes and thus the amount 
of nicotine which can be absorbed into the human body from 
cigarette use. The Tobacco Companies developed technology years 
ago to remove and add nicotine from tobacco and to control 
precisely the amount of nicotine in cigarettes. Armed with this 
technology, the Tobacco Companies manufacture, market and sell 
their products with levels of nicotine that are sufficient to 


produce and sustain addiction. 


Rather than remove nicotine from 


cigarettes -- and hence remove the addictive drug contained therein 
- the Tobacco Companies add nicotine to their cigarettes, through 
a variety of methods, in order to maintain levels of nicotine 


sufficient to make their cigarettes addictive to consumers. 


In 


fact, in a 1972 internal memorandum, a Philip Morris research 
scientist summed up the real strategy moving the Tobacco Industry: 


Think of the cigarette as a dispenser for a 
dose unit of nicotine. 


99. The Tobacco Companies prepare a substantial portion of 
the contents of their cigarettes through what is called a "recon¬ 


stitution process." 


Prior to the 1940s, the waste products from 
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cigarettes - tobacco leaf scraps and stems, dried tobacco dust, 
adhesive reinforcing fibers, mineral ash modifiers, humectants and 


other inexpensive materials -- were discarded. 


Thereafter, the 

isable materials 


to make reconstituted tobacco. As part of the process, the Tobacco 
Companies removed ingredients from these materials at an early 
stage of the process and replaced some of the nicotine in later 
stages. The reconstitution process allows the Tobacco Companies to 
manufacture cigarettes more cheaply, by using less actual tobacco, 
which is the most expensive part of the cigarette, making up the 


difference by using reconstituted tobacco. 


By removing the 
vels required for 


addiction, the Tobacco Industry is able to control the precise 


amount of nicotine in cigarettes. 


100. LTR Industries ("LTR"), 


subsidiary of Kimberly 


Corporation, specializes in the tobacco reconstitution process and, 
as LTR says, in helping tobacco companies "control" their nicotine. 
The LTR reconstitution process is the most widely used in the 


world. 


An LTR advertisement, entitled "More Nicotine, Or Less," 


published in tobacco trade publications states: 


Nicotine levels are becoming a growing concern 
to the designers of modem cigarettes, partic¬ 
ularly those with lower "tar" deliveries. The 
Kimberly-Clarke tobacco reconstitution process 
used by LTR Industries, permits adjustments of 
nicotine to your exact requirements. These 

adjustments will not affect the other impor¬ 
tant properties of customized reconstituted 
tobacco produced at LTR Industries: low tar 
delivery, high filling power, high yield, and 
the flexibility to convey organoleptic modifi- 
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cations. 
tobacco. 


We can help you control your 


In fact, the process described in the LTR advertisement can raise 
the level of nicotine beyond that which is naturally found in 


tobacco materials. In 1985, a 



article describing 


the LTR process provides: "Those standard reconstituted Tobacco 


Products contained 0.7-1.0 nicotine, LTR industries offer 




the 


possibility of increasing the nicotine content of the final sheet 

to a maximum of 3.5%- A dramatic increase in tobacco taste and 

smoke is noted in the nicotine-fortified reconstituted tobacco." 


101. Unbeknownst to cigarette smokers, the Tobacco Companies 
have long viewed cigarettes in terms of their nicotine delivery 
function. For example, Philip Morris' William L. Dunn Jr. wrote in 
a 1973 internal memorandum: 


why then is there not a market for nicotine 
per se, to be eaten, sucked, drunk, injected, 
inserted or inhaled as a pure aerosol? The 
answer, and I feel quite strongly about this, 
is that the cigarette is in fact among the 
most awe-inspiring examples of the ingenuity 
of man... 




of many 
which 


one 

package layers. There is the carton, 
contains the pack, which contains the ciga- 

which contains the smoke. The smoke is 
the final package. The smoker must strip off 
all of these packaged layers to get to that 
which he seeks ... Think of the cigarette as a 

container for [a] days' supply of 
nicotine ... Think of the cigarette as a 
dispenser for a dose unit of nicotine 
Think of a puff of smoke as the vehicle for 
nicotine.... Smoke is beyond question the most 
optimized vehicle of nicotine and the ciga- 
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rette the most optimized dispenser of 
smoke.... (Emphasis supplied). 

ft 

Likewise, a 1981 Lorillard study indicated that "current research 
is directed toward increasing the nicotine levels while maintaining 
or marginally reducing the 'tar' deliveries." 

ft 

102. Evidence of the Tobacco Industry's intent and ability to 
manipulate nicotine and cigarettes at a sufficiently high level to 
provide the "desired physiological activity" is found in years of 
patent applications of the Tobacco Companies. These patents 
illustrate an intent and ability by the Tobacco Companies: (1) to 
control the amount of nicotine in cigarettes; (2) to provide 
desired physiological effects; (3) to increase nicotine content in 
cigarettes by adding nicotine to various parts of the cigarette; 
(4) to manipulate nicotine levels in cigarettes; and (5) to 
manipulate the rate at which the nicotine is delivered in the 
cigarettes. For example: 

(a) A 1966 Philip Morris patent application discusses an 
invention that "permits the release into tobacco smoke, in 
controlled amounts, of desirable flavorants, as well as the 
release, in controlled amounts and when desired, of nicotine into 

ft 

tobacco smoke." 


(b) A 1971 Philip Morris patent states: 


It has long been known in the Tobacco Industry 
that in order to provide a satisfactory smoke, 
it is desirable to maintain a nicotine content 
of Tobacco Products at a uniform level. 
However, it is difficult to accomplish this 
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result since the nicotine content of tobacco 
varies widely, depending on the type of 
tobacco and the conditions under which the 
tobacco was grown. 


Maintaining the nicotine content at a suffi¬ 
ciently high level to provide the desired 
physiological activity, taste, an odor which 

this material imparts to the smoke, without 

raising the nicotine content through an undes¬ 
irably high level, can thus be seen to be a 
significant problem in the tobacco art. The 
addition of nicotine to tobacco in such a way 
that it remains inert and stable in the 


product and yet is released in a controlled 
amount into the smoke aerosol when the tobacco 

is pyrolyzed, 
desirable. 


a result which is greatly 


The present invention provides a solution to 
this longstanding problem and results in 
accurate control of the nicotine which is 
released in tobacco smoke. By employing the 
nicotine releasing agents in methods of the 
present invention, it is possible to incor¬ 
porate exact amounts of nicotine into tobacco 
composition, which will remain constant over 
extended periods of time and which will ulti¬ 
mately yield a smoke containing a controlled 
amount of nicotine. 


(c) Another 1971 Philip Morris patent application 
discusses a design to increase the nicotine content in the smoke of 
the tobacco product by adding nicotine. One of the expressed 
objects of the invention was to "provide an agent for the treatment 
of tobacco smoke whereby nicotine is easily released under 
controlled amounts." The same Philip Morris application explains 
that the proposed invention "is particularly useful for the 
maintenance of the proper amount of nicotine in tobacco smoke," and 
notes that "previous efforts have been made to add nicotine to 
Tobacco Products when the nicotine level in the tobacco was 
undesirably low." 










(d) A 1980 Loews 


discusses 


Corporation patent application 
3 the manipulation of the nicotine 


content of tobacco material, such as cut leaf and reconstituted 
leaf., by removal of nicotine from a suitable nicotine tobacco 
source, or by the addition of nicotine to a low nicotine material." 


(e) A 1986 RJR patent indicates that the Tobacco 
Companies can precisely manipulate the rate at which the nicotine 


is delivered in the 



"It is a further object of this 


invention to provide a cigarette which delivers a larger amount of 
nicotine in the first few puffs of the cigarette than in the last 
few puffs." 


(f) A 1991 RJR patent application states that "processed 


tobaccos can be manufactured under conditions suitable to provide 
products having various nicotine levels." 


103. The Tobacco Companies' manipulation of the level of 
nicotine in cigarettes, with the intent and purpose of creating and 


sustaining addictions to their 
to the public's attention. 



, has only recently come 


104. During the March 25, 1994 Congressional Hearings, FDA 


Commissioner 


suggests that 


Companies "may 


mokers 


choice by controlling the level of nicotine in their products in a 
manner that creates and sustains an addiction in the vast majority 


of smokers." Dr. Kessler went on to say that some of "today's 

may in fact, qualify as high technology nicotine 
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delivery systems that deliver nicotine in precisely calculated 
quantities -- quantities that are more than sufficient to create 
and sustain an addiction in the vast majority of individuals who 


smoke regularly." 


During the March 25 Hearing, Dr. Kessler and 


others presented evidence of the Tobacco Companies' manipulation of 
nicotine levels, including reference to internal memoranda and more 
than 30 industry patents, several of which have been identified 

above. 


105. Just as the Tobacco Companies deny that the nicotine 


contained in 


igarettes is addictive, through their individual 


advertising and public relations campaigns and collectively through 
the Tobacco Institute, the Tobacco Companies have denied unequivo¬ 
cally that they are engaged in controlling the level of nicotine in 


cigarettes 


purpose 


to their products. 


Since the March 25, 1994 Congressional 


Hearings, in nationwide television broadcasts and publications, 
spokespersons for the Tobacco Institute, the Tobacco Companies and 
therefore the Tobacco Industry have denied and sought to refute all 


charges that 


Companies manipulate 


levels in 


cigarettes. During their appearance before Congress on April 14, 
1994, the chief executives of each of the Tobacco Companies 
testified that their companies do not manipulate nicotine levels in 
or otherwise add nicotine to their cigarettes to create or sustain 
addiction to their products. 


106. The nicotine content of the raw tobacco is not the only 
variable manipulated by the Tobacco Companies to deliver a 


51770 1101 


- 61 - 


pharmacologically active dose of nicotine 


to the smoker. 


Cigarettes are not simply cut tobacco rolled into a paper tube. 
Modern cigarettes as sold in Ohio are painstakingly designed and 
manufactured to control nicotine delivery to the smoker. 


107. For example, the Tobacco Companies add several ammonia 
compounds during the manufacturing process which increase the 
delivery of nicotine and almost double the nicotine transfer 
efficiency of cigarettes. 


108. In furtherance of the Tobacco Industry conspiracy and in 
an attempt to both perpetrate a fraud upon Plaintiffs and members 
of the Plaintiff Class as well as to violate Ohio's Consumer 
Protection Statutes, Brown & Williamson has publicly denied that 
the use of ammonia in the processing of tobacco increases the 
amount of nicotine absorbed bv the smoker. However, the comoanv's 


own internal documents reveal that Brown 


Tobacco Companies use ammonia compounds to increase nicotine 


ivery 


Brown 


Ammonia, when added to a tobacco blend, reacts 
with the indigenous nicotine salts and 
liberates free nicotine ... As the result of 


such change the ratio of extractable nicotine 
to bound nicotine in the smoke may be altered 
in favor of extractable nicotine. As we know, 
extractable nicotine contributes to impact in 
cigarette smoke and this is how ammonia can 


act as an impact booster. 


cn 
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According to Brown & Williamson's secret manual, all American 
cigarette manufacturers except Liggett use ammonia technology in 
their cigarettes. 


♦ 


[Fraud And Deceit] 



109. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 


each and every allegation contained in paragraphs 
above, and further allege: 


through 109 


110. At all times during the course of dealing between 
Defendants and Plaintiffs and the members of the Plaintiff Class, 
through advertising and representations in the mass media and by 
other communications, Defendants have repeatedly misrepresented and 

concealed the fact that nicotine is not addictive. Moreover, under 

♦ 

oath, the Tobacco Industry has repeatedly stated to Congress that 
the Tobacco Industry does not manipulate nicotine levels in their 
cigarettes so as to addict or maintain the addiction of consumers 
including Plaintiffs and members of the Plaintiff Class. 


111. In representations to the American public which includes 
Plaintiffs and members of the Plaintiff Class, Defendants 


intentionally omitted the following material information: nicotine 
is addictive and the Tobacco Companies manipulate nicotine levels 
in their cigarettes so as to addict consumers such as Plaintiffs 


and members of the Plaintiff Class. 

in 
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112 . Defendants were under a duty to disclose to Plaintiffs 
and Plaintiff Class members the addictive nature of nicotine, 

Defendants' manipulation of the nicotine levels in Defendants' 

% 

cigarettes, and Defendants' intent to. addict Plaintiffs and the 
Plaintiff Class members. Defendants had sole access to nonpublic 
material facts, which remained in the exclusive possession, custody 
and control of the Tobacco Industry, concerning: (1) the addictive 
nature of nicotine, (2) the manipulation of nicotine levels in 
their cigarettes, and (3) the Tobacco Industry's intent to addict 
or maintain the addiction of Plaintiffs and the Plaintiff Class 
members. Defendants knew that, prior to Plaintiffs' addiction to 
nicotine. Plaintiffs and Plaintiff Class members could not 
reasonably have discovered the addictive nature of nicotine. 
Defendants' manipulation of the nicotine levels in Defendants' 


cigarettes, and Defendants 


intent to addict or maintain the 


members 


113. The Tobacco Industry knew, or reasonably should have 

* 

known that this information was crucial to Plaintiffs and members 
of the Plaintiff Class in making their decision to purchase 
cigarettes. As a result. Plaintiffs and members of the Plaintiff 


informed 


drug 


make a risk benefit assessment to the detriment of Plaintiffs and 


members o 
concealed 


the 


addictive 


nature 


of 


nicotine. 


Defendants' 


manipulation of nicotine levels in Defendants' cigarettes, and 
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Defendants' 


intent to addict or maintain the addiction of 


Plaintiffs and the Plaintiff Class members. 


As specifically set 


forth in paragraphs 35 through 109 herein, the misrepresentations, 


omissions and concealments of 


Indus t ry 


but 


are not limited to: 


a. 


Testifying falsely under oath before the United 


b. Providing false explanations to customers and to 
governmental entities regarding the health hazards of tobacco and 
the addictive qualities of nicotine; 


c. Conducting activities 


in furtherance 


of 


the 


conspiracy in secret, including clandestine meetings, using Tobacco 
Company attorneys to secure documents that might reveal the dangers 


of cigarettes and the addictive nature of nicotine. 


down 


research projects and moving research and information facilities 
outside the United States; and 


d. 


Requiring employees of the Tobacco Industry to keep 


secret all information about the dangers of cigarette smoking and 
the addictive nature of nicotine under threats of severe legal 


consequences 


114. The representations, omissions and concealments were 
false when made and Defendants knew or were reckless in not knowing 


known 


they were false. In fact. 


nicotine was known to Defendants to be addictive, the level of 
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nicotine in Defendants' cigarettes was known to be manipulated by 

■ 

Defendants, and the intent to addict or maintain the addiction of 
Plaintiffs and Plaintiff Class members was known to Defendants. 

t 

115. The misrepresentations, omissions and concealments were 
made deliberately, willfully, maliciously and/or recklessly with 
the intent to mislead Plaintiffs and the members of the Plaintiff 
Class into reliance upon them and were material in causing 
Plaintiffs and members of the Plaintiff Class to purchase 
Defendants' cigarettes. 

116. Plaintiffs and the members of the Plaintiff Class had no 
way to determine that the misrepresentations and concealments were 
false and misleading, and that they included material omissions, 
and Plaintiffs and members of the Plaintiff Class reasonably relied 
thereon. 

117. Specifically, until shortly before the filing of the 
Complaint in this action. Plaintiff and members of the Plaintiff 
Class had no knowledge that Defendants were engaged in the 
wrongdoing alleged herein. Because of the fraudulent and active 
concealment and omission of the wrongdoing by Defendants, including 
deliberate efforts -- which continue to this day -- to give 
Plaintiff and members of the Plaintiff Class the materially false 
impression that nicotine is not addictive and that Defendants are 
not manipulating the nicotine levels of their cigarettes, Plaintiff 

and members of the Plaintiff Class could not reasonably have 

^ ■ 

discovered the wrongdoing at any time prior to the filing of the 
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instant Complaint. Defendants have attempted and are continuing 
their attempts to keep such internal information from reaching 
Plaintiffs and members of the Plaintiff Class. Indeed, Defendants 
in furtherance of their fraud and conspiracy continue to refuse to 


admit that nicotine is addictive and that the Tobacco Industry has 
manipulated the levels of nicotine in their cigarettes. 


118. As a proximate and direct result of their reliance on 
Defendants' misrepresentations, omissions and concealments, 
Plaintiffs and the members of the Plaintiff Class are addicted or 
in danger to become addicted to cigarettes, have suffered severe 
emotional distress, have incurred economic damages including 

medical expenses and/or lost wages and have been otherwise damaged. 

♦ 

Plaintiffs and the Plaintiff Class members are therefore entitled 
to the relief requested herein including but not limited to the 
equitable relief described in the Eleventh Claim for Relief and to 
damages according to proof. 


119. Defendants knew that nicotine was addictive. Defendants 
manipulated the amount of nicotine level in Defendants' cigarettes, 
and Defendants intended to addict Plaintiffs and the Plaintiff 
Class members by failing to disclose material facts to Plaintiffs 


to purchase 



members, for the purpose of inducing them 
thus causing them to incur economic and 


other damages in an amount to be proven at trial. 


120. Defendants are liable for punitive damages for their 
reckless or wanton or willful disregard for the safety of the 
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general public, including but not limited to Plaintiffs and members 
of the Plaintiff Class in the manipulation of nicotine, a toxic and 
hazardous substance in their cigarettes along with the concealment 
and genial of nicotine's addictive properties, all done to maximize 
sales and profit by creating a self generating market for 
cigarettes by addicting Plaintiffs and members of the Plaintiff 


Class to nicotine. 


Defendants 


conduct constitutes malice. 


oppression, and fraud and thereby warrants the imposition of 
punitive and exemplary damages against Defendants as provided by 
Ohio law. 


<M4 a 


[Conspiracy] 


121. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 


each and every allegation 
above, and further allege: 


contained in paragraphs 


through 121 


122. As set forth more fully in paragraphs 35 through 109 


herein, beginning 


the early 1950's and continuing until the 


present day. Defendants American Tobacco, RJR, Brown & Williamson, 
Philip Morris, Liggett & Myers, Lorillard, the CTR and the Tobacco 
Institute, individually and acting in concert with one another, 
entered into a malicious combination with the intentional and 
unlawful purpose and effect of restraining and suppressing research 
and material information on the harmful effects of smoking; 
restraining and suppressing the dissemination of research and 
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material information on both the addictive effects of nicotine and 
the manipulation of the levels of nicotine in cigarettes and the 
harmful effects of smoking; engaging in affirmative 
misrepresentations, omissions and concealments of the addictive 
effects of nicotine and the harmful effects of smoking; failing to 
inform Plaintiff and members of the Plaintiff Class of the 
addictive nature of nicotine and the manipulation of the levels of 
nicotine in cigarettes; restraining and suppressing the research, 
development, production, and marketing of a "safer" cigarette; and 
the intentional violations of Ohio's Product Liability Law and 
Ohio's Consumer Protection statutes including but not limited to 
O.R.C. §1345.02, O.R.C. §1345.03 and O.R.C. §4165.02. ("Ohio 
Consumer Protection Act"). In furtherance of this "Conspiracy of 
Death and Addiction," the individual members of the Tobacco 
Industry lent encouragement, substantial assistance, and otherwise 

m 

aided and abetted each other with respect to these wrongful acts. 

123. Defendants by tacit and/or express agreement, cooperation 
and by a common design and understanding, actively participated in 
the tortious acts set forth in paragraphs 35 through 109 herein in 
order to defraud Plaintiffs and members of the Plaintiff Class 
and/or violate Ohio's Consumer Protection Act and/or to manufac¬ 
ture, market, advertise and/or sell defective cigarettes in 
violation of the Ohio product liability statutes, or lent aid to 
the wrongdoers, or ratified or adopted the acts done for their 
benefit, by intentionally restraining and suppressing the 
dissemination of information on the addictive effects of nicotine. 








the manipulation of nicotine levels in cigarettes and the harmful 

effects of smoking and by omitting this information in statements 

% 

and publications available to Plaintiffs and members of the 
Plaintiff Class. 

f 

124. As a direct and proximate result of Defendants' unlawful 
conspiracy, and in addition to the injuries suffered by Plaintiffs 
and members of .the Plaintiff Class from the other independent 
tortious conduct set forth in this Complaint, the Plaintiffs and 
members of the Plaintiff Class have suffered addiction, severe 
emotional distress, economic damages, including medical expenses 

4 

and/or lost wages, and have otherwise been damaged. 

125. As a result of Defendants' conspiracy. Defendants are 
vicariously, jointly and severally liable with respect to each 
cause of action described above. 

126. Defendants' conduct exhibits such an entire want of care 
as to establish that their actions were a result of fraud, ill 
will, recklessness, or willful and intentional disregard of the 
rights of Plaintiffs and members of the Plaintiff Class. There¬ 
fore, the Plaintiffs and members of the Plaintiff Class are 

entitled to punitive and exemplary damages. 

* 

127. The Plaintiffs and members of the Plaintiff Class are 

therefore entitled to compensatory damages in an amount to be 

* 

proven at trial, along with punitive damages, attorney fees plus 
pre and post judgment interest and costs. w 
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[Negligent Misrepresentation] 

128. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 128 
above, and further allege: 

129. By reason of their knowledge and expertise regarding the 
addictive nature of nicotine, manipulation of the amount of 
nicotine level in Defendants' cigarettes, and intent to addict, and 
by reason of their statements to consumers in advertisements and 
other communications, at all times relevant hereto. Defendants owed 
Plaintiffs and the members of the Plaintiff Class a duty of care 
which required, among other things, that Defendants be truthful and 

accurate in their representations to Plaintiffs and members of the 

Plaintiff Class concerning their cigarettes. 

130. Defendants breached their duty of care to consumers by 
negligently making the material misrepresentations alleged in the 
First Claim for Relief. 

131. Plaintiffs and the members of the Plaintiff Class 
reasonably relied on Defendants' representations, when in fact 
those representations constituted negligent misrepresentations. 

132. Such reliance was not only foreseeable by Defendants but 

U1 
h-» 


also intended by them. 







/ 


133. By reason of their reliance on the Defendants' negligent 
misrepresentations, Plaintiffs and the members of the Plaintiff 
Class are addicted or subject to being addicted to cigarettes, have 
suffered severe emotional distress, have incurred economic damages, 
including medical expenses and/or lost wages and have been 
otherwise damaged. Plaintiffs and the Plaintiff Class members are 


therefore entitled to the equitable relief described in the 
Eleventh Claim for Relief and to damages according to proof. 



[Intentional Infliction of Emotional Distress] 


134. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 134 
hereof, and further allege: 


135. Defendants acted in an extreme and outrageous manner 
towards the Plaintiffs and the members of the Plaintiff Class 
through a course of conduct which included denying that nicotine is 
addictive while manipulating the levels of nicotine in their 


cigarettes so as to addict or maintain the addiction of Plaintiff 




and the members of the Plaintiff Class to Defendants' cigarettes. 
Defendants acted with the intention of causing, or with reckless 
disregard of the probability of causing, emotional distress to 
Plaintiffs and members of the Plaintiff Class. 


136. As a direct. 


proximate 


the Defendants' conduct. Plaintiffs have suffered and continue to 
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suffer addiction, severe emotional distress, economic damages, 
including medical expenses and/or lost wages and have been 
otherwise damaged for which they are entitled to damages according 

to proof. Plaintiffs' injuries are serious and of a nature that no 

# 

reasonable man could be expected to endure. 


137. At all times relevant hereto. Defendants' conduct was 
intentional and/or outrageous and beyond the bounds of reasonable¬ 
ness and was in reckless disregard for the safety of Plaintiffs and 
the Plaintiff Class. Plaintiffs and the Plaintiff Class are 
therefore entitled to punitive and exemplary damages. 



[Negligence] 



138. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 138 
hereof, and further allege: 


139. At all times relevant to the instant Complaint 


the 


individual Defendants acting alone or in concert and conspiracy 
with one another, through research and studies such as Brown & 
Williamson's Project Wheat and the Special Projects Division of the 
Council for Tobacco Research, had actual and/or constructive 
knowledge or reasonably should have known that the cigarettes 
and/or other tobacco products which were designed, manufactured, 
supplied and placed into the public domain for consumption by 
Plaintiffs and the Plaintiff Class were dangerous or likely to be 


ui 
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dangerous due to the addictive levels of nicotine which had been 
manipulated and placed into the cigarettes and/or other tobacco 
products by the Tobacco Companies. 

# 

140. Due to the secretive methods, manner and means in which 
the Tobacco Companies suppressed, failed and refused to disclose 
the dangerously addictive nature of the manipulated levels of 
nicotine in the cigarettes of the Tobacco Companies, the Tobacco 
Companies knew and had no reason to believe that the Plaintiffs and 
members of the Plaintiff Class would have no knowledge of the 
dangerous condition of the cigarettes supplied by the Tobacco 
Companies to Plaintiffs and the Plaintiff Class. 

141. The Defendants, acting alone or in concert and conspiracy 
with one another, failed to act in a reasonable and prudent manner 
and exercise reasonable and ordinary care to inform and warn 
Plaintiffs and members of the Plaintiff Class of the dangerous 
nature and condition of cigarettes which contained addictive levels 

of nicotine or of the facts underlying the dangerous nature and 

% 

condition of their cigarettes and other tobacco products. 

142. The Defendants, acting alone or in concert and conspiracy 
with one another, knew or reasonably should have known that their 
failure to warn Plaintiffs and members of the Plaintiff Class of 
the dangerously addictive nature of the manipulated levels of 
nicotine in their cigarettes was likely to result in the addiction 
of Plaintiffs and members of the Plaintiff Class with the resultant 
adverse health problems. 

un 
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143. Due to the foreseeability of the harm to Plaintiffs and 
members of the Plaintiff Class, Defendant Tobacco Companies had a 
duty to Plaintiffs and Plaintiff Class members to provide a 
reasonably safe product in design and manufacture, and to warn of 
the addictive nature of nicotine. 

144. Defendants breached their duty of reasonable care to 

Plaintiffs and Plaintiff Class members by the following acts and 

► 

omissions: 

(a) failure to design and manufacture cigarettes that 
were not addictive and/or that did not contain unreasonable levels 
of nicotine; 

(b) failure to warn consumers of the addictive nature of 
nicotine when they knew or should have known of nicotine's 
addictive nature; and 

(c) otherwise failing to exercise due care under the 
circumstances. 

145. As a direct and proximate result of the carelessness and 
negligence of Defendants, Plaintiffs and Plaintiff Class members 
have suffered addiction, severe emotional distress, economic 
damages including medical expenses and/or lost wages and have 
otherwise been damaged. 










[Negligent Infliction Of Serious Emotional Distress] 

a 

146. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 146 
hereof, and further allege: 

147. As set forth more fully in this Complaint and speci¬ 
fically in the Fifth Claim for Relief above, the Tobacco Industry 

■ 

acted negligently by supplying Plaintiffs and members of the 
Plaintiff Class with cigarettes which were dangerous due to the 
addictive levels of nicotine which had been manipulated and placed 
into these products by the Tobacco Companies, without informing and 
warning Plaintiffs and members of the Plaintiff Class of the 
dangerous nature and condition of the cigarettes. 

148. As a direct and proximate result of the negligence of 
Defendants, Plaintiffs and members of the Plaintiff Class have 
suffered and continue to suffer addiction and emotional distress so 
severe and serious that Plaintiffs and members of the Plaintiff 
Class cannot be reasonably expected to adequately cope with this 
serious emotional distress, economic damages including medical 
expenses and/or lost wages and have otherwise been damaged. 

149. It was reasonably foreseeable by the Tobacco Industry 
that the addictive nature of the nicotine manipulated and placed 
into cigarettes by the Tobacco Companies would directly result in 
serious emotional problems due to the unwanted addiction to 

* 
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nicotine, and therefore cigarettes, of the Plaintiffs and members 
of the Plaintiff Class. 



[Violation of Consumer Protection Statutes] 


150. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 150 
above, and further allege: 


151. Plaintiffs and Plaintiff Class members are consumers who 


purchased Defendants' cigarettes for personal use. 


Ohio has 


enacted O.R.C. §1345.02, O.R.C. §1345.03 and O.R.C. §4165.02 to 
protect consumers against unfair, deceptive or fraudulent business 


practices, unfair competition, 


and 


false 


advertising 


and 


unconscionable acts and practices. Ohio allows consumers a private 
right of action for damages and/or equitable relief under these 



152. By their conduct, including manipulation of nicotine 
levels, suppression, subversion and distortion of medical and 
scientific research, misrepresentations and non-disclosures of 
material facts alleged above. Defendants deceived and continue to 
deceive consumers and subject them to continuing and/or increasing 
addiction to Defendants' cigarettes. This conduct constitutes 
unlawful, unfair, unconscionable, deceptive and fraudulent business 
practices within the meaning of O.R.C. §1345.02, O.R.C. §1345.03 


and O.R.C. §4165.02. 
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153. In addition, Defendants' use of various media to promote 
the sale of Defendants' cigarettes by, among other things, falsely 
and deceptively representing that nicotine is not addictive and 


that.Defendants' 


manipulate 


cigarettes so as to addict or maintain the addiction of consumers 
constitutes unfair competition and unfair, deceptive, untrue, or 
misleading advertising within the meaning of state consumer 
protection statutes. 


154. The above-described unlawful, unfair, and fraudulent 
business practices, false and misleading advertising, and unfair 


members 


systematically perpetrated 


members of the public and refuse publicly to acknowledge 


wrongdoing of their actions. 


Defendants continue to refuse to 


admit that nicotine is addictive, that De 
amount of nicotine level in Defendants 


manipulate the 


or that 


Defendants intend Plaintiffs and Plaintiff Class members to become 


or remain addicted to nicotine. 


155. As a result of the conduct 


above. Defendants 


have been and will continue to be unjustly enriched at the expense 


of 


Plaintiffs 


and 


the members 


of 


the 


Plaintiff 


Class. 


Specifically, Defendants have been unjustly enriched by the receipt 
of billions of dollars in domestic cigarettes sales each year, 
which products were promoted and sold through advertisements and 
statements which affirmatively misrepresent, either directly or by 
implication, that nicotine is not addictive and that the Tobacco 
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Companies do not manipulate the nicotine levels of their cigarette 
so as to addict or maintain the addiction of consumers. 




156. Plaintiffs and the members of the Plaintiff Class are 


therefore entitled to the equitable relief described below i 

Eleventh Claim for Relief along with compensatory damage 

» 

attorneys' fees. 




and 


EIGHTH 



[Breach of 



Warranty] 


157. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 157 
hereof, and further allege: 


were not 


158. Defendants' advertisements and promotional statements 
alleged above contained broad promises and affirmations of facts 
claims amounting to a warranty that Defendants' cigarettes 
addictive, that the Tobacco Companies did not manipulate the 
nicotine levels in Defendants' cigarettes, and that Defendants did 
not intend to addict or maintain the addiction of Plaintiffs and 


members 


affirmations 


were such that a reasonable person in the position of Plaintiff 




of their 



,ts had made a promise as to the performance 
or made affirmations of facts about the 


condition of their cigarettes. 


159. As alleged above, the Tobacco Companies breached their 
warranties by offering for sale, and selling as non-addictive, 
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cigarettes that were addictive, and contained levels of nicotine 
manipulated by the Tobacco Companies to make them addictive. 


160. Defendants' breach of their express warranties has caused 

i 

4 

Plaintiffs and the Class members to become addicted or remain 

♦ 

addicted to nicotine and entitles them to equitable relief as 
described in the Eleventh Claim for Relief and has caused Plain¬ 
tiffs and the members of the Class to suffer damages in an amount 
to be proven at trial. 



[Breach o£ Implied Warranty] 


161. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 


each and every allegation contained in paragraphs 
above, and further allege: 


through 161 


162. The Tobacco Companies impliedly warranted that their 
cigarettes, which they designed, manufactured, and sold to 
Plaintiffs and members of the Plaintiff Class, were merchantable 
and fit and safe for their ordinary use, and that the Tobacco 
Companies have not manipulated their nicotine levels so as to make 
them addictive to consumers such as Plaintiffs and members of the 


Plaintiff Class. 


Not only did Plaintiffs and members of the 


Plaintiff Class rely upon these implied warranties but the Tobacco 
Companies knew or reasonably should have known that Plaintiffs and 
members of the Plaintiff Class would rely upon these implied 


warranties when purchasing cigarettes. 
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163. The cigarettes purchased and consumed by Plaintiffs and 
the members of the Plaintiff Class were addictive, unmerchantable, 
and unfit for use when sold, and subjected Plaintiffs and members 

of the Plaintiff Class to addiction and/or increasing addiction. 

* 

Therefore, the Tobacco Companies breached the implied warranty of 

merchantability at the time the cigarettes were sold to Plaintiffs 
and Plaintiff Class members in that the cigarettes were not fit for 
their ordinary purposes. 


164. Defendants Novelart and EBY-Brown are liable as wholesale 
distributors of products for resale in Ohio. 

165. Defendants Kroger and Riser are liable as retail 
distributors of products for sale in Ohio. 

166. As a direct and proximate result of Defendants' breach of 
the implied warranty of merchantability. Plaintiffs and Plaintiff 
Class members are addicted or subject to addiction to Defendants' 
cigarettes and entitled to the equitable relief described in the 
Eleventh Claim for Relief and have suffered addiction, severe 
emotional distress, economic damages and have otherwise been 
damaged. 





i*>4 


[Strict Product Liability] 


167. Plaintiffs, on behalf of themselves, the Plaintiff Class 
and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 167 
above, and further allege against the Tobacco Companies: 










168. At all relevant times, the Tobacco Companies were engaged 
in the business of manufacturing and selling their cigarettes for 
ultimate retail sale to consumers. These Defendants manufactured 
their cigarettes, manipulated the level of nicotine in their 
cigarettes and together with the other Defendants sold these 
cigarettes to retailers, who sold them to Plaintiffs and Plaintiff 
Class members. 


169. Defendants' cigarettes were expected to and did reach the 
Class without substantial change in their condition as manufac¬ 
tured, manipulated and sold by the manufacturing Defendants and 
wholesale Defendants, Novelart and EBY-Brown, along with retail 
Defendants, Kroger and Riser, aided and abetted in the sale of 


addictive products to the Plaintiff Class members. 


Thus, the 


defect alleged below, existed when the product left Defendant's 
possession. 


170. The Plaintiffs and the Class members reasonably and 
foreseeably consumed the cigarettes in the manner in which the 
cigarettes were intended to be used, that is, for personal 
consumption, causing and/or subjecting Plaintiffs and Plaintiff 
Class members to become addicted to nicotine. 


171. The members of the Class were not aware of, and could not 
in the exercise of reasonable care have discovered, the addictive 
nature of cigarettes, Defendants' manipulation of the nicotine 
levels of these cigarettes, and Defendants' intent to addict or 
maintain the addiction of Plaintiffs and Plaintiff Class members 
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because they were marketed and sold without reasonable warnings of 
their dangers. These dangers, as alleged above, were known, or 
should have been known to Defendants, who manufactured and sold 
addictive products to Plaintiffs. 

172. Because Plaintiffs and members of the Plaintiff Class 
could not have discovered the addictive nature of cigarettes at the 
time they purchased and consumed Defendants' cigarettes and because 
Plaintiffs and Plaintiff Class members subsequently suffered and 
continue to suffer from the addictive effects of these cigarettes, 
Defendants' cigarettes failed to perform as safely as Plaintiffs, 
as ordinary consumers of Defendants products would have expected 
and/or the foreseeable risks associated with the cigarettes' design 
exceeded the benefits associated with that design. 

173. As a direct and proximate result of Defendants' design, 
manufacture, promotion, marketing and sale of Defendants' ciga¬ 
rettes, Plaintiffs and the Plaintiff Class members have suffered 
addiction or are subject to addiction to Defendants' cigarettes and 
have suffered severe emotional distress, economic damages and have 
otherwise been damaged. 

174. Defendants' cigarettes, containing manipulated levels of 
nicotine, as manipulated by manufacturing Defendants, which caused 
or subjected Plaintiffs and Plaintiff Class members to become 
addicted to nicotine upon personal consumption, constitute a 
product dangerous for normal use due to their defective design, 
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defective manufacture, and Defendants' inadequate warnings to the 

a 

Plaintiff Class. 


175. Thus, Defendants are strictly liable to Plaintiffs and 


members 


176. The Tobacco Companies which manufactured the cigarettes 
and the Wholesale/Retail Defendants who sold the cigarettes in a 
defective condition unreasonably dangerous to consumers are 
strictly liable for the harm caused therefrom because these 
Defendants are engaged in the business of selling such a product, 
i.e., cigarettes and the cigarettes were expected to and did reach 
consumers without substantial change in the condition in which they 
were manufactured and sold. 


177. Pursuant to Ohio Revised Code 52307.78(A)(1), the 
Defendants who acted as wholesale and retail suppliers/distributors 
of the cigarettes have incurred liability for compensatory damages 
based on the product liability claims stated in paragraphs 168 to 
177 above, as these Defendants: 


(a) negligently failed to warn, advise, or instruct 

consumers of the cigarettes of the design and 
manufacturing defects which should have been known 
to these Defendants since, at a minimum 1988, the 
year the Surgeon General's Report "The Health 
Consequences of Smoking: Nicotine Addiction" was 
published; 

(b) negligently supplied, distributed, and/or sold the 

cigarettes when they knew or should have known of 
the design and manufacturing defects which should 
have been known to these Defendants since, at a 
minimum 1988, the year the Surgeon General's Report 
"The Health Consequences of Smoking: Nicotine 
Addition" was published. 
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As a direct and proximate result of these Defendants' negligent 
conduct, Plaintiffs and members of the Plaintiff Class have 
suffered addiction, severe emotional distress, have incurred 

k 

4 

economic damages including medical expenses and/or lost wages and 
have otherwise been damaged. 

178. Brown & Williamson is further liable pursuant to Ohio 
Revised Code §2307.78 as a supplier as it has acted as a wholesale 
distributor of cigarettes within the state of Ohio. 



[Equitable (Injunctive and/or Declaratory) Relief] 


179. Plaintiffs, on behalf of themselves, the Plaintiff Class 

# 

and all others similarly situated, reallege, as if fully set forth, 
each and every allegation contained in paragraphs 1 through 178 
above, and further allege: 


180. The Plaintiff Class members have no adequate remedy at 
law, rendering injunctive and other equitable relief appropriate in 
that damages cannot adequately compensate Plaintiffs and Plaintiff 
Class members for the injuries suffered and threatened. 


181. Accordingly, Plaintiffs, on behalf of themselves and all 
others similarly situated, request the following class-wide 


equitable relief 
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(a) that a judicial determination and declaration be 
a riqhts of Plaintiffs and the Plaintiff Class members. 


and the corresponding responsibilities of Defendants; 


- 85 - 












(b) that Defendants be declared to be financially 
responsible for notifying all Plaintiffs and members of the 
Plaintiff Class of nicotine's addictive nature. Defendants' 


manipulation of nicotine levels in their cigarettes. 


and 


Defendants 


intent to addict or maintain the addiction of 


Plaintiffs and Plaintiff Class members, with restitution and 
refunds to Plaintiffs and the Plaintiff Class members of all or 
part of the sums paid by them to purchase Defendants' falsely 


promoted cigarettes; 


(c) that Defendants be ordered to disgorge, for the 
benefit of the Plaintiff Class, all or part of their ill-gotten 
profits received from the sale of cigarettes and/or to make full 
restitution to the Plaintiffs and Plaintiff Class members; and 


(d) 


9 

that Defendants be ordered to create a medical 
, under the continuing jurisdiction and supervision 


of the Court, to monitor the health of Plaintiffs and Plaintiff 
Class members and to pay or reimburse Plaintiff Class members for 
all medical expenses caused by Defendants' wrongdoing. Cigarette 


monitoring" fund 


as a 


result of the addictive nature of nicotine in cigarettes, they are 
at risk for addiction-related physical, mental and emotional harm 
and are demonstrably at increased risk for lung disease, heart 


smoking 


Due 


to the demonstrably addictive properties of nicotine and the levels 
designed and delivered by Defendants in their cigarettes, the need 
for ongoing monitoring is a reasonably certain consequence of 
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Plaintiff Class members' exposure to nicotine and all other harmful 
or carcinogenic ingredients in cigarettes, and the recommended 
monitoring is reasonable. 



WHEREFORE, Plaintiffs, on behalf of themselves and all 
others similarly situated, pray for judgment against Defendants, 
and each of them, jointly and severally as follows: 

1. An Order certifying the Class and any appropriate 
subclass thereof under the appropriate provisions of Civil Rule 23, 
and appointing Plaintiffs and their counsel to represent the Class; 


2. For the equitable relief requested in the Ninth Claim for 
Relief; 


3. For compensatory damages in excess of $25,000 as alleged 
herein; 


4. For punitive or exemplary damages against each Defendant 
found liable of oppression, fraud, malice, recklessness and/or 
despicable behavior, in an amount sufficient to punish each such 
Defendant and deter others from similar wrongdoing; 

e 

♦ 

# 

* 

5. For all applicable statutory damages (including multiple 
damages and punitive damages) under the consumer and buyer 
protection statutes of Ohio; 

6. For medical monitoring, whether denominated as damages or 
in the form of equitable relief; 


51770 1127 










7. For attorneys' fees 


8. For pre-judgment and/or post judgment interest; 


9. For costs of suit; and 


10. For such other and further relief as this Court may deem 
just and proper pursuant to Civil Rule 54(c). 



Plaintiffs demand 


triable. 


trial 


jury on all claims 


lly/submitted. 
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Substance Dependence 181 
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Criteria for Substance Dependence 

A maladaptive partem of substance use, leading to clinically significant 
impairment or distress, as manifested by three (or more) of the following, 
occurring at any time in the same 12-month period: 

m tolerance, as defined bv either of the following: 

(a) □ need for markedly increased amounts of the substance to 
achieve intoxication or desired effect 

(b) markedly diminished effect with continued use of the same 
amount of the substance 

k2) w ithdrawal, as manifested by either of the following; 

(a) the characteristic withdrawal syndrome for the substance 
(refer to Criteria A and B of the criteria sets for Withdrawal 

-from the specific substances) 

(b) the same (or a closely related) substance is taken to relieve 


Cb) 


(3) 


(-i) 


(5) 


( 6 ) 


(7) 


or avoid withdrawal symptoms 

the substance is often taken in larger amounts or over a longer 
period than was intended 

there is a persistent desire or unsuccessful efforts to cut dow n or 
control substance use 

a great deal of time is spent in activities necessary to obtain the 
substance (e.g.. visitingmultiple doctors or driving long distances), 
use the substance (e g., chain-smoking), or recover from its effects 
important social, occupational, or recreational activities are given 
up or reduced because of substance use 

the substance use is continued despite knowledge of having a 

persistent or recurrent physical or psychological problem that is 
likely to have been caused or exacerbated by the substance (e g., 
current cocaine use despite recognition of cocaine-induced depres¬ 
sion. or continued drinking despite recognition that an uicer was 
made worse by alcohol consumption) 


5 crcifu if 


With Physiological Dependence: evidence of tolerance or withdrawal 
(i e.. either Item 1 or 2 is present) 

Without Physiological Dependence: no evidence of tolerance or 
withdrawal (i.e.. neither Item 1 nor 2 is present) 

C:une specifiers (see text for definitions). 

% 

Early Full Remission 
Early Partial Remission 
Sustained Full Remission 
Sustained Partial Remission 
On Agonist Therapy 
In a Controlled Environment 
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242 Substance-Related Disorders 


Differential Diagnosis 

For a general discussion of the differential diagnosis of Substance-Related Disorders, see 
p. 190. Inhalant-Induced Disorders may be characterized by symptoms fe.g., depressed 
mood) that resemble primary mental disorders (e.g., Major Depressive Disorder 
versus Inhalant-Induced Mood Disorder. With Depressive Features. With Onset During 
Intoxication). See p. 193 for a discussion of this differential diagnosis. 

The symptoms of mild to moderate Inhalant Intoxication can be similar to those of 
Alcohol Intoxication and Sedative, Hypnotic, or Anxiolytic Intoxication. Breach 

odor or residues on body or clothing may be important differentiating dues, but should 
not be relied on exclusively. Individuals who chronically use inhalants are likely to use 
other substances frequently and heavily, further complicating the diagnostic picture. 
Concomitant use of alcohol may also make the differentiation difficult. History* of the 
drug used and characteristic findings (including odor of solvent or paint residue) may 
differentiate Inhalant Intoxication from other substance intoxications; additionally, 
symptoms may subside faster with Inhalant Intoxication than with other substance 
intoxications. Rapid onset and resolution may also differentiate Inhalant Intoxication 
from other mental disorders and neurological conditions. Inhalant Intoxication is 
distinguished from the other Inhalant-Induced Disorders (e.g., Inhalant-Induced 
M<xxJ Disorder. With Onset During Intoxication) because the symptoms in these latter 
disorders are in excess of those usually associated with Inhalant Intoxication and are 
severe enough to warrant independent clinical attention. 

Industrial workers may exxasionaily be accidentally exposed to volatile chemi¬ 
cals and suffer physiological intoxication. The category ‘Other Sulxstance-Related 
Disorders" should Ik* used for such toxin exposures. 

292.9 Inhalant-Related Disorder Not Otherwise Specified 

Tlte Inhalant-Related Disorder Not Otherwise Specified category Is for disorders associ¬ 
ated with the use of inhalants that are not classifiable as Inhalant Dependence. Inhalant 
Abase. Inhalant Intoxication. Inhalant Intoxication Delirium. Inhalant-Induced Persisting 
Dementia. Inhalant-Induced Psychotic Disorder, Inhalant-Induced Mood Disorder, or 
Inhalant-Induced Anxiety Disorder. 


Nicotine-Related Disorders 

• * • • 

Nicotine Dependence and Withdrawal can develop with use of all forms of tobacco 
(cigarettes, chewing tobacco, snuff, pipes, and cigars) and with prescription medications 

(nicotine gum and patch). The relative ability of these products to produce Dependence 
or to induce Withdrawal is associated with the rapidity characteristic of the route of 
administration (smoked over oral over cransdermai) and the nicotine content of the 
product. 

This section contains discussions specific to the Nicotine-Related Disorders. Texts 

and criteria sets have already been provided to define the generic aspects of Substance 

Dependence (p. 176) that apply across all substances. Text specific to Nicotine 
Dependence is provided below. Nicotine intoxication and nicotine abuse are not 
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included in DSM-IV-. nicotine intoxication rarelv occurs and has not been well studied, 
and nicotine abuse is not likely to be observ ed in the absence of Dependence. A specific 
text and entena set for Nicotine Withdrawal is also provided below. Listed below are 
the Nicotine-Related Disorders. 


i 


Sicotine Use Disorder 


305.10 Nicotine Dependence (see p 243) 


1 


Sicotine-Induced Disorder 


292,0 Nicotine Withdrawal (see p 244) 


292.9 Nicotine-Related Disorder Not Otherwise Specified (see p. 247) 


Nicotine Use Disorder 
305.10 Nicotine Dependence 

Also refer to the text and criteria for Substance Dependence (see p. 176), Some of the 
generic Dependence criteria do not appear to apply to nicotine, whereas others require 
further explanation. Tolerance to nicotine is manifested by the absence of nausea, 
dizziness, and other characteristic symptoms despite using substantial amounts of 
nicotine or a diminished effect observed with continued use of the same amount of 
nicotine-containing products. Cessation of nicotine use produces a well-defined with¬ 
drawal syndrome that is descrilxid Ixdow. Many individuals who use nicotine take 
nicotine to relieve or to avoid withdrawal symptoms when they wake up in the morning 
or after being in a situation where use is restricted (e.g. # at work or on an airplane). 
Individuals who smoke and other individuals who use nicotine are likely to find that 
they use up their supply of cigarettes or other nicotine-containing products faster than 
originally intended. Although over 80% of individuals who smoke express a desire to 
stop smoking and 35% try to stop each year, less than 5% are successful in unaided 
attempts to quit. Spending a great deal of time in using the substance is best exemplified 
by chain-smoking. Because nicotine sources are readily and legally available, spending 
a great deal of time attempting to procure nicotine would be rare. Giving up important 
social, occupational, or recreational activities can occur when an individual forgoes an 
activity because it occurs in smoking-restricted areas. Continued use despite knowledge 
of medical problems related to smoking is a particularly important health problem (e.g., 
an individual who continues to smoke despite having a tobacco-induced general medical 
condition such as bronchitis or chronic obstructive lung disease). 


Specifiers 

The following specifiers may be applied to a diagnosis of Nicotine Dependence (see 
p. 179 for more details): 

With Physiological Dependence 
Without Physiological Dependence 
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Early Full Remission 
Early Partial Remission 
Sustained Full Remission 
Sustained Partial Remission 
On Agonist Therapy 


Nicotine-Induced Disorder 
292.0 Nicotine Withdrawal 


Abo refer to the text and criteria for Substance Withdrawal (see p. 184). The essential 
feature of Nicotine Withdrawal is the presence of a characteristic withdrawal syndrome 
that develops after the abrupt cessation of. or reduction in. the use of nicotine-conta ining 
products following a prolonged period (at least several weeks) of daily use (Criteria A 
and B). The withdrawal syndrome includes four or more of the following: dysphoric or 
depressed mood; insomnia: irritability, frustration, or anger, anxiety; difficulty concen¬ 
trating; restlessness or impatience; decreased heart rate: and increased appetite or weight 
gain. The withdrawal symptoms cause clinically significant distress or impairment in 
social, occupational, or other important areas of functioning (Criterion C). Tile symptoms 
must not be due to a general medical condition and are not better accounted for by 
another mental disorder (Criterion D). 

These symptoms are in large part due to nicotine deprivation and are typically more 
intense among individuals who smoke cigarettes than among individuals who use other 
nicotine-containing products. The more rapid onset of nicotine effects with cigarette 
smoking leads to a more intensive habit pattern that is more difficult to give up because 
of the frequency and rapidity of reinforcement and the greater physical dependence on 
nicotine. In individuals who smoke cigarettes, heart rate decreases by 5 to 12 beats per 
minute in the first few days after stopping smoking, and weight increases an average of 
2-3 kg over the first year after stopping smoking. Mild symptoms of withdrawal may 
occur after switching to low-tar/nicotine cigarettes and after stopping the use of 
smokeless (chewing) tobacco, nicotine gum. or nicotine patches. 


Diagnostic criteria for 292.0 Nicotine Withdrawal 

A. Daily use of nicotine for at least several weeks. 

Abrupt cessation of nicotine use, or reduction in the amount of nicotine 
used, followed within 24 hours by four (or more) of the following signs*. 

dysphoric or depressed mood 
insomnia 

irritability, frustration, or anger 


anxiety 

difficulty concentrating 


(continued) 
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□ Diagnostic criteria for 292.0 Nicotine Withdrawal (continued) 

restlessness 

r 

decreased heart rate 
increased appetite or weight gain 

C. The symptoms in Criterion B cause clinically significant distress or 
impairment in social, occupational, or other important areas of functioning. 

D. The symptoms are not due to a general medical condition and are not 
better accounted for bv another mental disorder. 


Additional Information on 
Nicotine-Related Disorders 


Associated Features and Disorders 


Associated descriptive features and mental disorders. Craving is an important 
element in Nicotine Withdrawal and may account for the difficulty that individuals have 
in giving up nicotine-containing products. Other symptoms associated with Nicotine 
Withdrawal include a desire for sweets and impaired performance on tasks requiring 
vigilance. Several features associated with Nicotine Dependence appear to predict a 
greater level of difficulty in stopping nicotine use: smoking soon after waking, smoking 
when ill. difficulty refraining from smoking, reporting the first cigarette of the day to be 
the one most difficult to give up. and smoking more in the morning than in the afternoon. 
The number of cigarettes smoked per day, the nicotine yield of the cigarette, and the 
number of pack-years also are related to the likelihood of an individual stopping 
smoking. Nicotine Dependence is more common among individuals with other mental 
disorders. Depending on the population studied, from 55% to 90% of individuals with 
other mental disorders smoke, compared to 50% in the general population. Mood. 
Anxiety, and other Substance-Rebted Disorders may be more common in individuals 
who smoke than in those who are ex-smokers and those who have never smoked. 


Associated laboratory findings. Withdrawal symptoms are associated with a slow¬ 
ing on EEC, decreases in catecholamine and cortisol levels, rapid eye movement (REM) 
changes, impairment on neuropsychological testing, and decreased metabolic rate. 
Smoking increases the metabolism of many medications prescribed for the treatment of 

mental disorders and of other substances. Thus, cessation of smoking can increase the 
blood levels of these medications and ocher substances, sometimes to a clinically 
significant degree. This effect does not appear to be due to nicotine but rather to other 
compounds in tobacco. Nicotine and its metabolite cotinine can be measured in blood, 
saliva, or urine. Persons who smoke also often have diminished pulmonary function 
tests and increased mean corpuscubr volume (MCV). 
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Associated physical examination findings and general medical conditions. 


may be associated 


response 


common signs of Nicotine Dependence are tobacco odor, cough, 
obstructive pulmonary disease, and excessive skin wrinkling. Tobacco stains on the 
fingers can occur but are rare. Tobacco use can markedly increase the risk of lung, oral, 
and other cancers; cardiovascular and cerebrovascular conditions; chronic obstructive 
and other lung diseases; ulcers; maternal and feta! complications; and other conditions. 
Although most of these problems appear to be caused by the carcinogens and carbon 
monoxide in tobacco smoke rather than by nicotine itself, nicotine may increase the risk 
for cardiovascular events. Those who have never smoked but are chronically exposed 


appear to be at increased 


disease 


Specific Culture, Age, and Gender Features 

The prevalence of smoking is decreasing in most industrialized nations, but is increasing 
in the developing areas. In the United States, the prevalence of smoking is slightly higher 
in males than in females; however, the prevalence of smoking is decreasing more rapidly 
in males than in females. In other countries, smoking is often much more prevalent 
among males. 


Prevalence 

In the United States, approximately 45% of the general population have never smoked. 
The remainder fall into one or more of the following categories: 25% are ex-smokers, 
30% currently smoke cigarettes, 4% use pipes or cigars, and 3% use smokeless tobacco. 
In the United States, the prevalence of smoking has been decreasing approximately 
0.7%-1.0% per year. The lifetime prevalence of Nicotine Dependence in the general 
population is estimated to be 20%. In the United States, between 50% and 80% of 
individuals who currently smoke have Nicotine Dependence. Lifetime prevalence of 
Nicotine Withdrawal among persons who smoke appears to be about 50%. Prospectively, 
it is estimated that about 50% of those who quit smoking on their own and about 75% 
of those in treatment programs experience Nicotine Withdrawal when they stop smoking. 


Course 

Smoking usually begins in the early teens. How quickly dependence develops is unclear. 
Among those who continue to smoke through age 20 years, 95% become regular, daily 
smokers. Of those who successfully quit, less than 25% quit on their first attempt. Most 
individuals who smoke have 3-4 failures before they stop smoking for good In the 
United States, about 45% of those who have ever smoked eventually stop smoking. 
Withdrawal symptoms can begin within a few hours of cessation, typically peak in 
1-4 days, and last for 3-4 weeks. Depressive symptoms postcessation may be associated 
with a relapse to smoking. Whether other Nicotine Withdrawal symptoms play a major 
role in relapse to smoking is debatable. Increased hunger and weight gain often persist 
for at least 6 months. Six months postcessation, 50% of individuals who have quit 
smoking report having had a desire for a cigarette in the last 24 hours. 
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Familial Pattern 

The risk for smoking increases threefold if a first-degree biological relative smokes. Twin 
and adoption srudies indicate that genetic factors contribute to the onset and continuation 
of smoking, with the. degree of hentabilicy equivalent to that observed with Alcohol 
Dependence. 


Differential Diagnosis 

For a general discussion of the differencial diagnosis of Substance-Related Disorders, see 
p. 190. 

The symptoms of Nicotine Withdrawal overlap with those of other substance 
withdrawal syndromes; Caffeine Intoxication; Anxiety, Mood, and Sleep Dtsor- 
ders; and medication-induced akathisia. Admission to smoke-free inpatient units can 
induce withdrawal symptoms that might mimic, intensify, or disguise other diagnoses. 
Reduction of symptoms associated with the resumption of smoking or nicotine- 
replacement therapy confirms the diagnosis. 

Because regular nicotine use does not appear to impair mental functioning. Nicotine 
Dependence is not readily confused with other Substance-Related Disorders and mental 
disorders. 


292.9 Nicotine-Related Disorder 

Not Otherwise Specified 


The Nicotine-Related Disorder Not Otherwise Specified category is for disorders 
associated with the use of nicotine that are not classifiable as Nicotine Dependence or 
Nicotine Withdrawal. 


Opioid-Related Disorders 


The opioids include natural opioids (e.g.. morphine), semisynthetics (e.g., heroin), and 
synthetics with morphine-like action (e.g., codeine, hydromorphone, methadone, 
oxycodone, meperidine, fentanyi). Medications such as pentazocine and buprenorphine 
that have both opiate agonist and antagonist effects are also included in this class because 
their agonist properties produce similar physiological and behavioral effects. Opioids 
are prescribed as analgesics, anesthetics, ancidiarrheal agents, or cough suppressants. 
Heroin is one of the most commonly abused drugs of this class and is usually taken by 
injection, although it can be smoked or ’snorted" when very pure heroin is available. 
Fentanyi is injected, whereas cough suppressants and antidiarrheal agents are taken 
orally. The other opioids are taken both by injection and orally. 

This section contains discussions specific to the Opioid-Related Disorders. Texts and 
criteria sets have already been provided for the generic aspects of Substance Dependence 
(p. 176) and Substance .Abuse (p. 182) that apply across all substances. Texts specific to 
Opioid Dependence and Abuse are provided below; however, there are no additional 
specific criteria sets for Opioid Dependence or Opioid Abuse. Specific text and criteria 
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